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[ wish there were something new and startling to add to the knowl- 
edge of lupus erythematosus disseminatus. Unfortunately, there is not. 
About the best one can do is to rehash the available literature, add a 
bit from one’s own experience and perhaps theorize a little where it 
does not seem to lead into too much trouble. Furthermore, I wish to 
point out that much of the available material is controversial. Good 
minds are alined against others equally good. 

To illustrate the difficulties of the situation, one need go no further 
than the classification of lupus erythematosus. Obviously it cannot 
be classified on the basis of etiology, because too little is definitely 
known. If an attempt is made to classify it on the basis of such 
single factors as type of lesion, localization, duration or prognosis, 
difficulties immediately arise because the types overlap and interlock. 
Practically every one who has written on the subject has recognized 
this difficulty, and while many have tried to overcome it, no one has 
evolved a classification completely satisfactory in all cases. 

Recognizing this and realizing that many of the members may not 
completely agree, I am going to use the following classification : 


Localized Disseminated 


Superficial Discoid type 

Discoid (atrophic) Exanthematous type 

Telangiectatic 1. Acute 

Lupus pernio (Hutchinson) 2. Subacute 
Libman-Sacks syndrome (?) 
Senear-Usher syndrome (?) 
(Pemphigus erythematoides ) 


Studies and contributions from the Department of Dermatology and Syphilol- 
ogy, University of Michigan Medical School, service of Dr. Udo J. Wile. 

Lecture given as part of the educational program at the first annual meeting 
of the American Academy of Dermatology and Syphilology, St. Louis, Nov. 14, 
1938. 
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I have now plunged into controversy, because the form which | 
have listed as localized and superficial, instead of resolving without a 
scar, may eventually become discoid and atrophic or may ultimately 
show itself to be but a forerunner of one of the disseminated varieties. 

The localized discoid form is generally recognized as of slow growth 
and commonly associated with a good prognosis as far as life is con- 
cerned. Yet under certain influences it may disseminate as either the 
discoid or the exanthematous type. 

The telangiectatic variety commonly remains as such with little 
change. It is exceedingly slow in growth. 

Lupus pernio (Hutchinson) is the type commonly associated with 
chilblain and may eventuate in the localized discoid variety. It is to 
be distinguished from lupus pernio (Besnier), which is a truly tuber- 
culous condition. 

This seems simple enough, but it must be recognized further that 
different forms may be present in the same person, and consequently 
this classification on the basis of type of lesion cannot be wholly satis- 
factory. It is merely a working basis. 

I think no one doubts the fact of dissemination of lupus erythem- 
atosus in its discoid form. Every dermatologist has seen that occur. 
However, I suspect many doubt the identity of the so-called localized 
and the exanthematous type. Not many have actually witnessed the 
transformation of the one into the other. Yet there are too many reports 
of exactly this thing to be overlooked or held lightly. Indeed the best 
opinion at the present time is that the two types are manifestations of 
the same disease. At least until more is known about it, that view is 
probably best. 

Suppose it is granted for the time being that this is true. What 
factors have apparently been incriminated in producing dissemination 
of a localized form? Outstanding among them are the use of gold 
compounds and exposure to light. While gold in one form or another 
is probably the most effective single drug used in the treatment of 
localized lupus erythematosus, its dangers and limitations are becoming 
well recognized. There are many reports of various toxic reactions, 
including dissemination, following its use. Attempted explanations 
include increased photosensitivity and capillary damage due to toxicity. 
However, that this type of treatment cannot explain all or even a large 
portion of the cases is evidenced by the fact that in many of them it 
was never given. 

Of considerably more importance, apparently, is overexposure to 
sunlight. The common story is that the dissemination of a localized 
form or the onset or exacerbation of a disseminated form accompanied 
or directly followed sunburn. One says that the patient is photo- 
sensitive, that he does not stand exposure to light—a probable fact 
which explains nothing. Why is the patient oversensitive to light? 
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Here, I think, I might be pardoned if I digressed and theorized a 

Is it possible that a substance circulating in the tissues of 
patients with lupus erythematosus makes them photosensitive? What 
about the porphyrins? They have been described in patients with this 
disease. Unfortunately most observers have not found them with any 
degree of regularity. Consequently this view is not at present tenable. 

Does overexposure to sunlight alter the contents of the skin so that 
resistance may be decreased? I find this question most intriguing. 
It is known that certain vitamins in certain oily substances are increased 
if those substances are exposed to definite wavelengths. However, 
with overexposure to the same wavelengths these vitamins disappear. 
This is particularly true of vitamin D, and it can be made to disappear 
much more rapidly if the shorter wavelengths are used. It is known 
further that measurable chemical changes can be produced in the fat 
of the skin by mild exposure to superficial roentgen rays. To this 
might be added the likeness of the condition in some cases to pellagra, 
another condition which is highly light sensitive and in all probability 
a deficiency disease. 

The other interesting facts along this line concern the question of 
capillary toxicity and fragility. Pathologically acute disseminated 
lupus eythematosus shows unquestionable evidence of capillary damage 
and besides scurvy is the one outstanding condition which shows a low 
excretion of ascorbic acid. Along this line, vitamins C and G have 
been given to a few patients, but without therapeutic effect. However, 
I am not yet prepared to say that there may not be some relation. The 
surface has merely been scratched. 

The objection may be raised that many persons are regularly sun- 
burned and disseminated lupus erythematosus has not yet, at least, 
developed. I think the objection logical, and it drives one to the belief 
that some factor these patients possess is not active in the average person. 
Perhaps for the present it may be called an “X” factor, which is made 
active or at least is no longer inhibited after overexposure. 

Here also I think it proper to point out the remarkable sex pre- 
dominance of this condition. Practically all patients with lupus ery- 
thematosus of the exanthematous type are female. Furthermore, the 
disease is rare before puberty and after the menopause. Possibly these 
observations have some bearing on the problem, but the relation is as 
yet not apparent. 

Another theory advanced is to the effect that the inflamed areas 
of skin (due to sunburn) become depots for toxic products which are 
reabsorbed and redistributed—attractive perhaps, but exceedingly dif- 
ficult of proof. 

Up to the present I have said little specifically about disseminated 
lupus erythematosus, which is supposed to be the subject of this dis- 
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cussion. From now on I am going to limit my discussion further to 
the acute and subacute exanthematous types and take them up under 
the specific headings of etiology, distribution and types of lesions, course, 
prognosis, pathology and treatment. To this I shall add short dis- 
cussions of the Libman-Sacks and the Senear-Usher syndromes. | 
feel that this may logically be done, because in general the disseminated 
discoid form is likely to be benign. When it fulminates, and it occa- 
sionally does, it takes on the same characteristics as the acute or sub- 
acute exanthematous forms. 
ETIOLOGY 


Various theories concerning the cause of the disease have been 
advanced. That it is produced by tuberculosis is probably the oldest 
one and is still held by many observers, particularly Europeans. A 
review of the literature, however, reveals that there are more physicians 
against than for this view. Streptococci have been blamed, and if a 
person is willing to bank on his knowledge of the pathologic changes 
produced by known streptococcic infections, that theory has much to 
commend it. Sensitization to the products of infection or to various 
metabolites (urea, porphyrins, tyrosine, lactic acid, lymphocytic fer- 
ments and abnormal products of primary disease of the reticuloendo- 
thelial system) has further been invoked. Some observers have said 
that there is a combination of circumstances, a response to sepsis in a 
sensitized person, possibly with a latent tuberculous background. The 
most eloquent description with which I am acquainted is “an allergic 
person explosively and furiously responsive to his infection and with 
a broken or inhibited leukocytic defense.” * It does not tell the why and 
wherefore, but it certainly is a grand description. 

From the etiologic standpoint about the only field which has been 
missed is that of the ultramicroscopic organisms. So far, but little is 
known about them, and the field is promising. It is entirely possible 
that physicians now stand in relation to these organisms where the 
bacteriologist stood fifty years ago in relation to the now well known 
bacteria. 

Certainly as a person reviews the literature on disseminated lupus 
erythematosus he cannot escape the conviction that he is dealing with 
a fulminating sepsis. In spite of this, blood cultures are commonly 
sterile. A few authors have reported tubercle bacilli, streptococci and 
pneumococci, but they are in the minority and the findings are often 
terminal. I think it must be concluded that if a sepsis is under con- 
sideration, the organism or organisms are not yet definitely known. 


1. Stokes, J. H., in discussion on Madden, J. F.: Acute Lupus Erythematosus 
Disseminatus, Arch. Dermat. & Syph. 25:854 (May) 1932. 
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DISTRIBUTION AND TYPES OF CUTANEOUS LESIONS 


Almost everything in the realm of primary and secondary der- 
matologic lesions has been described. These include erythematous 
macules, papules with and without scaling, urticarial wheals, petechiae 
and larger hemorrhagic lesions. Vesicles and bullae may develop and 
result in crusted patches: In the mucous membranes erosions and 
ulcerations may be found. Marked pigmentation of the face is com- 
mon during remission, and diffuse alopecia is the rule. Combinations 
of types of lesions are common, and in some cases distinction from 
erythema multiforme on the basis of the type of lesion is impossible. 

The distribution of lesions apparently bears some relation to sun- 
light. They are by far most common on the exposed areas, usually 
beginning on the face—particularly the malar eminences—and extend- 
ing over the bridge of the nose and later involving the regions of the 
eyes and the lips, ears, neck, upper part of the chest, elbows and hands. 
However, the exposed areas are not the only ones involved. The but- 
tocks appear to be a site of election, and indeed the eruption may 
become generalized or even universal. It may be interesting here to 
point out that the sites of election are also those areas of the skin 
which are supplied by the so-called atonic capillaries. This point may 
have some bearing. 

COURSE 

Here I wish to emphasize that all types of lupus erythematosus are 
subject to exacerbation and remission. With the acute exanthematous 
type the patient may die in a short time. However, I think it impossible 
to distinguish the acute from the subacute type without knowledge of 
the history and without a period of observation. Some one has rather 7 
facetiously remarked that observations at autopsy constitute a rather 7 é 
late sign and dermatologists do not like to wait for it to make up their 
minds. However, I know of no sure way of determining that a con- 
dition considered acute will not go into remission and indeed have 
several exacerbations and remissions before the end. 

Here I also wish to emphasize that I think the cutaneous manifesta- 
tions constitute a rather minor part of disseminated lupus erythematosus. 
They may begin as faint erythematous macules and spread gradually 
as a confluent superficial scaling eruption, or they may begin suddenly 
with marked swelling, particularly of the face (erysipelas perstans 
faciei). They may confine themselves to the areas of predilection or 
may become generalized. Any or all of the types of lesions mentioned 
previously may be present. 

Of more importance are the things going on inside the body, as 
made evident by the constitutional illness. Often enough the story is 
that the patient was ill for some time before the onset of cutaneous 
manifestations and that these appeared only after undue exposure to 
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sunlight. The general signs and symptoms include elevation of tem- 
perature, commonly of the septic type, arthralgia, myalgia, gastro- 
intestinal disturbances, loss of weight and greater or less prostration, 
depending on the acuity of the process. Lymphadenitis and spleno- 
megaly are not uncommon. With fulminating acute disease the patient 
may die of the first attack, but there may be several periods of remis- 
sion and relapse. Pneumonia, occasionally tuberculosis, and commonly 
nephritis, pericarditis, pleural effusion and septicemia sooner or later 
close the picture. 

The associated laboratory findings are fairly constant and important. 
Albuminuria as evidence of renal damage is the rule, and there may be 
frank evidence of nephritis. In the blood the findings are anemia, 
leukopenia and thrombopenia. At times one may find frank thrombo- 
penic purpura. However, the blood picture is subject to considerable 
variation and during remission may approach normal. With terminal 
sepsis one may even find leukocytosis. 

Changes in the ocular fundus, consisting chiefly of retinitis and 
retinal hemorrhage, have also been described, but up to the present 
no one has studied them extensively. 


PROGNOSIS 


As long as this condition remains in its fixed or localized form the 
outlook is not bad. Even when it is disseminated in the discoid form 
the prognosis remains reasonably good. However, one can never be 
sure that these types, owing to certain influences, will not take on the 
exanthematous aspects, and under these circumstances the outlook is 
extremely bad. Most of the patients live only a few years; some of 
them, but a few weeks. Personally, I am always considerably more 
suspicious of the apparently mild superficial slightly scaling and dully 
erythematous localized form than of the discoid atrophic form. The 
former to me carries in its background the making of a disseminated 
exanthematcus form. 

PATHOLOGY 


Here again I believe the cutaneous lesions are of minor impor- 
tance. Dermatologists like to stress this side of the picture. However, 
in disseminated lupus erythematosus this is not enough. It repre- 
sents but a small portion of the total picture. 

As described by Goeckerman and Montgomery, the cutaneous 
changes in the discoid variety are as follows: varying degrees of dilata- 
tion of the blood and lymph vessels of the upper part of the corium, 
often with edema of the papillary portion; perivascular lymphocytic 


la. Goeckerman, W. H., and Montgomery, H.: Lupus Erythematosus: Evalua- 
tion of Histopathologic Examinations, Arch. Dermat. & Syph. 25:304 (Feb.) 1932. 
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infiltration here and extending often into the midcorium ; hyperkeratosis 
with keratotic plugging of the hair follicles and sweat ducts and 
often necrotic plugging of the epidermis elsewhere; thickening of the 
stratum granulosum ; areas of acanthosis and atrophy of the epidermis ; 
colliquative degeneration of the basal layer, and basophilic degeneration 
of the connective tissue of the infiltrated area, with destruction of the 
elastic tissue and resultant atrophic scarring. Chromatophores are 
present in the cutis even late, when the basal cells have lost their 
pigment. These authors also stated that the cutaneous changes in the 
disseminated types are essentially the same, but usually with more 
marked edema and more atrophy. 

Many authors, like Satenstein,* have placed greater stress on the 
degenerative changes in the collagen and expressed doubt that the 
histologic picture of acute disseminated lupus erythematosus is specific 
for that disease. All, I think, have agreed that the epidermal changes 
are secondary to changes in the corium. 

The general pathologic picture is of more importance and has been 
carefully described by Baehr, Klemperer and Schifrin.* I know of 
no comparable study, and for this reason I present two tables from 
these authors and quote extensively from their discussion. 

I believe these authors started out studying atypical verrucous endo- 
carditis in connection with the Libman-Sacks syndrome. I believe 
also that they actually were studying disseminated lupus erythematosus. 

They stated: 


The serous membranes were found to have been involved in 17 of the 23 cases. 
A pericarditis, sometimes adhesive, was most common, being present in 12 cases, 
in 10 of which it was associated with evidences of a pleuritis. The pleura was 
involved alone in 5 instances. A terminal bronchopneumonia was often present. 

Evidences of active tuberculosis were absent in all but two cases. One had a 
single caseous tracheo-bronchial lymph node. Another, who had suffered from 
this debilitating illness for more than a year, was found to have a terminal acute 
general miliary tuberculosis. The absence of tuberculosis in 21 cases seems more 
significant. 

A coarse verrucous form of endocarditis was found up on the mitral or tricuspid 
valves in 13 of the 23 cases. In 5 of these, the valvular vegetations were extensive 
and extended on to the chordae tendinae, and the endocardium of the ventricle. 
The endocarditis in these 5 cases conformed exactly to the type described in 4 
cases by Libman and Sacks. . . . Two of their patients had lupus erythematosus. 
In 8 other cases in our series, smaller verrucae were present on the mitral or 
tricuspid valves, which were coarser and otherwise different from the verrucae of 
rheumatic endocarditis. Attention has long been directed by Libman to this atypical 
variety of endocarditis which is not due to rheumatic fever nor to any of the 
known bacteria. . . . In 2 of our cases the mitral cusps presented deformities 
characteristic of old rheumatic valvular disease. 


2. Satenstein, D. L., in discussion on Goeckerman and Montgomery.14 
3. Baehr, G.; Klemperer, P., and Schifrin, A.: Tr. A. Am. Physicians 50: 
139, 1935, 
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In 9 of our lupus cases, no endocarditis whatever was found. In 22 hearts which 
were studied histologically with great care, no Aschoff bodies were found. The 
unanimity of these observations would eliminate the possibility that active rhey- 
matic fever might have played a rdle in producing the endocarditis or the vascular 
lesions. 

In 2 cases the surface of the kidneys were studded with irregular depressions. 
These were due to multiple vascular occlusions and resembled in some respects 
the surface appearance of the kidneys in so-called malignant arteriosclerosis, 


TaBLe 1 (from Baehr, Klemperer and Schifrin®)—Clinical Summary 
of 23 Cases of Lupus Erythematosus 








Sex—female, 22; male, 1. Age—10 to 20 yrs. 
21 to 30“ 


31 to 40 “ 
Duration—5 wks. to 4% yrs. Over 40 “ 


loml co 
“ 
oo 


ol 


poteety facial seston ‘ ; . Arthritis ; F 
Erythema . ° > ‘ ‘ ‘ 2 Serous membranes . 
Mouth lesions . . 2 . “ Pericarditis and pleuritis 
Purpura or petechize ‘ a ; ‘ Pericarditis only ; 
Fundus lesions . ‘ . :' ‘. Pleuritis only . 
Palpable poanve ‘ 


Depression of hematopoiesis: 

Hemoglobin. r ; ; ‘ ; j 6% 20 out of 20 
blood cells ‘ . ; “ - ‘ ‘ a 4 ; 12 out of 13 
Leukopenia ° ‘ ‘ ‘ ‘ ‘ : 4 iB ;. 9 out of 23 
Thrombopenia ‘ ’ ; é ‘ ’ F ‘ 9 out of 12 
Albuminuria 23 
Microscopic hematuria 19 
Azotemia, moderate . J 4 ‘ . 5 é : e i 7 
Azotemia, marked \ * , * “ . : ; ‘ ‘ ‘ 7 e 2 
Hypertension, moderate r n P i . i ; ‘ ‘ i ‘ i R 3 





TABLE 2 (from Baehr, Klemperer and Schifrin *®)—Pathological Find- 
ings in 23 Cases of Lupus Erythematosus 








Visceral vascular lesions . 

Glomerular lesions in 18. 

“Wire loop”’ lesions in 13. 
Vascular lesions limited to = and - 
Skin only eke P . ° 


Coarse verrucous endocarditis inoationinestn 
Type Libman-Sacks, 5 
Nonrheumatie verruce, 8. 

No endocarditis . . e 

Unknown (heart lost) 

Aschoff bodies in myocardium (22 cases) 





Anemic infarcts were twice observed in the spleen and in the kidneys and several 
cases showed emboli within pulmonary arteries. 

The microscopic examination usually revealed remarkable vascular lesions 
in the finer ramifications of the systemic and sometimes also the pulmonary 
circulation. In the kidneys conspicuous vascular alterations were found in 20 cases. 
In the other organs (myocardium, lung, liver, pancreas, spleen, ovaries) the 
incidence of vessel changes was not as high. In 6 cases the vascular lesions were 
widespread in all the viscera. The vessels of the lesser circulation were con- 
spicuously involved in 4 cases. The skin showed similar alterations in all instances 
in which material was obtained. 
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Histologically, the vessel lesions represent a variety of changes: 

1. Simple dilatation of capillary beds in certain areas, as in the skin, with 
blood and serous extravasations. 

2. Proliferative lesions of the lining endothelium of capillaries, arterioles and 
venules, associated with thrombi which often obstructed or occluded the lumen. 

3. Degenerative and necrotizing lesions in the wall of such vessels, associated 
with thrombosis and sometimes with hemorrhage into the adjacent tissues. 

The severer lesions were especially conspicuous in the capillaries and arterioles 
of the kidney. 

Because all three types were often found in the same case, they may be 
considered as stages of the same underlying morbid process. Isolated vascular 
lesions of similar appearance may at times be encountered in a careful histological 
study of persons who have died of any acute or chronic infectious process (Sieg- 
mund). Our group of cases is distinguished by the systemic distribution of the 
vascular lesions in various viscera. 

Glomerular changes were especially conspicuous in 18 of the cases. Pro- 
liferative and thrombotic lesions of glomerular loops were frequent. In 2 cases 
the glomerular changes were sufficiently extensive to be called a true diffuse 
glomerulonephritis. In 3 instances the proliferative and necrotic process involved 
only segments of glomeruli, thereby creating a superficial resemblance to the 
embolic glomerular lesions of subacute bacterial endocarditis. Unlike true embolic 
lesions, the remaining non-necrotic segment of the affected glomeruli were not 
normal. In 5 cases no glomerular changes were observed. 

The commonest and most characteristic glomerular alteration was a peculiar 
hyaline thickening of the capillary walls which is striking even in sections stained 
with hematoxylin eosin. The thickened wall appears rigid, as if made of heavy 
wire. We have, therefore, called it the “wire loop lesion.” It was present in 13 
cases. No special staining is required, although it usually stains red or reddish- 
blue with Mallory’s stain. The greatly thickened “wire loops” of the affected 
glomeruli contain no amyloid or lipoid material. Some may contain a little fibrin. 
This very characteristic lesion has not been seen by us in any other human disease, 
except perhaps in eclampsia. It resembles the glomerular and vascular lesions 
described by Wadsworth in horses which have been immunized by repeated intra- 
venous injections of live bacteria, especially of the pneumococcus-streptococcus 
group. It is quite different from the hyaline degeneration seen in glomeruli of 
arteriosclerotic kidneys or of chronic glomerulonephritis. It apparently represents 
a toxic degenerative process. 


Since the publication of this work other reviews of previous autop- 
sies have appeared, and while the changes described perhaps are not 
as outstanding and definite as those described by Baehr, Klemperer and 
Schifrin, they certainly tend to corroborate their observations. 

These authors obviously regarded the vascular changes as of 
primary importance and the other changes as dependent on them. 
Indeed they entitled their study “A Diffuse Disease of the Peripheral 
Circulation (Usually Associated with Lupus Erythematosus and 
Endocarditis).” Whether the vascular alterations are primary or 
secondary, I think, is debatable. I do not think one can longer deny 


their existence. 
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TREATMENT 


The prognosis of disseminated lupus erythematosus is a fairly 
good gage of what is known about its treatment. In spite of this, many 
things can be done, and some things should not be done. ; 

When the disease is disseminated in the discoid form and shows 
no evidence of depression of bone marrow, I have no objection to 
treatment by means of any of the commonly used drugs (gold or 
bismuth preparations, quinine, arsenic or salicylates). However, | 
think dermatologists are all coming to realize that gold therapy is in 
many instances dangerous, and most of them are using smaller doses 
than formerly. 

Search for and eradication of foci of infection and the use of 
autogenous vaccines have their meritis, but a warning must be issued 
that the eradication of foci of infection is to be undertaken with great 
care. In many instances fatal exacerbation has followed this procedure. 
In other cases a remission has followed. 

With the acute exanthematous form or a relapse of a subacute 
form the physician must, of course, be governed by the indications. 
Rest in bed and good nursing care are essential. There are commonly 
leukopenia and thrombopenia, and I believe most of the metallic ele- 
ments are contraindicated. Fluids not incompatible with the renal 
condition are important, and dextrose, administered intravenously, is 
sometimes an aid. Blood transfusions have given at least temporary 
remissions in my hands. Salicylates for the fever and arthralgia are 
indicated. Some good results have followed roentgen irradiation of the 
deeper glandular structures. While light therapy is probably not always 
contraindicated, it should be emphasized that any actinic therapy car- 
ried to a point of erythema is likely to prove disastrous. This has 
been seen frequently enough after irradiation by one not recognizing 
the true diagnosis or not aware of the contraindication. 

Finally I wish to bring up the question of sulfanilamide. One need 
go back but a few months to find a report * of “fulminating acute lupus 
erythematosus cured by sulfanilamide,” and I suspect there are others 
in the literature. I wonder if the word cure is justified and if the 
patient will still be cured at the end of another summer. I hope so, 
but I believe remission would be a better word. To this report I can 
add that of 2 patients who were desperately ill and whose condition is 
now in remission following a period of hospital care, blood transfusions 
and sulfanilamide therapy. Possibly this drug is what dematologists have 
been looking for. 


4. Anderson, H. F.: Fulminating Acute Lupus Erythematosus Cured by 
Sulfanilamide, Arch. Dermat. & Syph. 38:621 (Oct.) 1938. 
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LIBMAN-SACKS SYNDROME 


\s early as 1911 Libman described an unusual form of verrucous 
endocarditis, and since that time it has been made the subject of many 
publications by that author,’ by Libman and Sacks,® by Baehr,’ by 
Bachr and Sacks* and by Gross.® The interest in this subject here 
is in the fact that in many cases there was a cutaneous eruption indis- 
tinguishable clinically from acute or subacute disseminated lupus ery- 
thematosus. The clinical features of this condition were shown in a 
table published by Gross.°® 

I should like to point out that all of the features reported are 
entirely compatible with a diagnosis of acute or subacute disseminated 
lupus erythematosus. This is especially true of the sex and age 
incidence, duration, fever, articular involvement, type of eruption, 
blood and urinary findings, pleuropulmonary and pericardial involve- 
ment and mode of death. 

Ratner and I 2° happened on a case of this syndrome and used it 
as a text. Clinically I do not believe the disease could be distinguished 
from subacute disseminated lupus erythematosus. The total course 
covered about fourteen months and was typical of the aforementioned 
disease. I regarded the condition as the Libman-Sacks syndrome 
because of the associated endocarditis. However, I was not as much 
interested in merely reporting the case as I was in getting the syndrome 
before dermatologists for discussion. Apparently it was little known 
outside New York city. After a review of the available literature I 
came to the conclusion that the Libman-Sacks syndrome was a sub- 
variety of the Osler? erythema group and that it represented a 
bacteria-free phase of a previous sepsis. These conclusions were 
made because: 

1. We were convinced that Osler included some instances of this 
type in his series. 

2. Up to that time autopsy reports of verrucous endocarditis with 
lupus erythematosus were extremely rare. 


5. Libman, E.: M. Clin. North America 1:573 (Nov.) 1917; Brit. M. J. 
2:304 (Aug. 28) 1920; Characterization of Various Forms of Endocarditis, J. A. 
M. A. 80:813 (March 24) 1923; Proc. New York Path. Soc. 23:69, 1923. 

6. Libman, E., and Sacks, B.: Tr. A. Am. Physicians 38:47, 1923; A Hitherto 
Undescribed Form of Valvular and Mural Endocarditis, Arch. Int. Med. 33: 
701 (June) 1924. 

7. Baehr, G.: Tr. A. M. Physicians 46:87, 1931. 

8. Baehr, G., and Sacks, B.: Proc. New York Path. Soc. 23:64, 1923. 

9. Gross, L.: The Heart in Atypical Verrucous Endocarditis (Libman- 
Sacks), in Contributions to the Medical Sciences in Honor of Dr. Emanuel Libman, 
New York, International Press, 1932, vol. 2, p. 527. 

10. Belote, G. H., and Ratner, H. S. V.: So-Called Libman-Sacks Syndrome : 
lts Relation to Dermatology, Arch. Dermat. & Syph. 33:642 (April) 1936. 

11. Osler, W.: Am. J. M. Sc. 127:1, 1904. 
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3. The Libman-Sacks syndrome was based on the finding of a 
peculiar type of verrucous endocarditis, not on cutaneous lesions. 


4. The present concept of widespread visceral vascular damage was 
just in the making. 

Consequently, although the clinical and most of the postmortem 
observations were the same, I felt that there were enough differences so 
that the Libman-Sacks syndrome should be classed with the Osler group. 

Since that time considerable evidence has accumulated to the effect 
that endocarditis is not as rare with lupus erythematosus as had 
formerly been believed. In addition, apparently fairly characteristic 
pathologic changes in the viscera have been recognized. As far as | 
am concerned, the Libman-Sacks syndrome still remains a manifes- 
tation of visceral disease, but I am also prepared to believe that its 
cutaneous manifestations are identical with those of acute or subacute 
disseminated lupus erythematosus. 

How, then, does this tie up with the fact that in only a portion of 
cases of verrucous endocarditis is the eruption recognized as lupus 
erythematosus present? Obviously this means that the eruption is 
only a portion of the total picture. When it appears the diagnosis of 
lupus erythematosus is made. When it does not, the case is classified 
in some other category, and in many instances a proper diagnosis is 
probably never made unless some especially careful pathologist recog- 
nizes the complex. 


SENEAR-USHER SYNDROME (PEMPHIGUS ERYTHEMATODES) 


The Senear-Usher’ syndrome had been under observation in 
Chicago (particularly by O. S. Ormsby) for some time before it 
was put together by Senear and Usher.’* To the picture they described 
must be added features of a seborrheic dermatitis. On the face and 
scalp the eruption is more suggestive of lupus erythematosus than of 
pemphigus, although bullae may be observed in this region. The 
pemphigoid lesions are more likely to involve the trunk and extremities 
and in these areas result in marked scaling, crusting, denudation and 
keratotic lesions not unlike seborrheic keratoses, which may persist for 
a considerable period. Nikolsky’s sign is often present. 

Whether the syndrome represents a disease entity in itself, whether 
it is lupus erythematosus, a benign form of pemphigus or a com- 
bination of these, is at present much debated and I do not believe 
definitely settled. There are strong advocates of all views. 

I have personally observed 4 cases which I believe were instances 
of this type. The first patient is now dead, after having been followed 
about ten years. Her condition had been variously diagnosed as 


12. Senear, F. E., and Usher, B.: An Unusual Type of Pemphigus Combining 
Features of Lupus Erythematosus, Arch. Dermat. & Syph. 18:761 (June) 1926. 
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Duhring’s disease, lupus erythematosus and pemphigus. Generalized 
keratoses simulating both the seborrheic and the senile variety were 
present almost throughout the course, as was hyperpigmentation. 
However, this woman was elderly, with a cardiac complaint, and I am 
not sure that the condition of the skin had any bearing on her death. 
No autopsy was performed. For 2 other patients, a man and a woman 
in middle life, a diagnosis of pemphigus was at one time entertained. 





Pemphigus erythematodes. 


In both, however, generalized~crusted* arid keratotie lesions eventually 
developed, which looked more like exaggerated seborrheic dermatitis 
than anything else. In both the condition is now in remission, and 


the woman, seen last about two months ago, had an absolutely clear 
skin. 


The fourth patient, whose picture I present here, is now in the 
ward under treatment. Her disease combines the characteristics of 
lupus erythematosus, pemphigus and seborrheic dermatitis. I am sure 
her picture could be substituted for any of those shown in the texts 
as characteristic of the Senear-Usher syndrome. 
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The face has an eruption which looks like lupus erythematosus, but 
at times bullae have been present. On the lower parts of the legs 
vesicles have been almost constantly present, and on the body there 
are elements which suggest both pemphigus and seborrheic dermatitis, 
The patient is not ill in the sense of showing grave constitutional 
symptoms, and I am sure that if it were not for the eruption she 
would consider herself well. 

In each of the 4 cases I have at some time been able to elicit the 
Nikolsky sign, but I never have been convinced that it has real diag- 
nostic significance. The course has not been that of pemphigus, nor 
has it simulated that of acute or of subacute lupus erythematosus dis- 
seminatus. The disease is much milder than either of these as far as 
constitutional symptoms are concerned. 

I confess that I am not just sure where this condition should be 
placed, but its likeness in certain cases to lupus erythematosus justifies 
its consideration here. 

COMMENT 

In accepting the identity of the localized and disseminated forms 

of lupus erythematosus I confess that I am allowing myself to be 
swayed by the opinions of others better qualified than I, rather than 
by anything I have personally observed. Chief among these opinions 
is that of the late Sigmund Pollitzer, whose memory | revere and whose 
word, as far as I am concerned, is akin to law. I quote his view '*: 
I remember that for a long time I felt a doubt as to whether this systemic 
disease with its febrile course and frequently fatal termination was indeed a form 
of lupus erythematodes or a mere accidental association. But as time went on 
the number of recorded cases increased, and the association of clinically typical 
cases of lupus erythematodes that developed into the generalized form was too 
frequent to permit any doubt of their causal relation. 

It is my concept that these patients have in the background an 
unknown factor or factors which I have earlier designated as “X.” 
Owing to certain trauma and an inhibited leukocytic defense, this 
factor goes on a rampage. If along with the visceral damage it pro- 
duces a cutaneous eruption, lupus erythematosus or erythema multi- 
forme is diagnosed. If not, it goes into some other category and may 
eventually be dug up by other work in pathology. 

If during the course of the assertion of the etiologic agent the 


bodily defenses reassert themselves, there is a remission in the condition 
or the patient may be cured. Otherwise he dies. Even after remission, 


repeated trauma commonly brings repeated relapse, and the patient 
eventually dies. 

I have tried to emphasize the systemic nature of this condition. 
If this concept is accepted, any proposed name is satisfactory. 


13. Pollitzer, S., in discussion on Belote and Ratner.!° 





WINDOW PATCH TEST 


B. THURBER GUILD, M.D. 


BOSTON 


The theory of the patch test was original with Jadassohn,' but the 
method did not come into general use until 1929, when Bloch? pub- 
lished a description of the technic. In the United States, Sulzberger and 
his associates ® have made it the basis of much study. ‘The test is con- 
sidered to be of definite value to dermatologists in the investigation of 
dermatitis due to contact with industrial materials, especially cosmetics, 
textiles and a variety of chemicals. 

The technics now commonly in use were developed in order to 
determine the reactivity of the skin to a substance held in contact with it 
over a given period. The substance to be tested is placed on the skin 
and covered by rubber tissue or cellophane, and this in turn is strapped 
tightly to the skin with adhesive plaster. A modification of the usual 
method was used by Hansen * in Copenhagen, Denmark, in the study 
of soap dermatitis. He covered a small area of the skin with cello- 
phane and strapped down the edges with adhesive tape. Through this 
transparent covering he was able to observe the changes in color of an 
indicator applied to the skin. 

The technic developed by me is as follows: 

A microscope slide is cut with a glass cutter into three equal sections, each 1 
inch (2.5 cm.) square, and the edges are well smoothed by means of an emery 
wheel or a suitable file. A strip of adhesive plaster 34 inch (1.9 cm.) wide and 
about 2% inches (6.2 cm.) long is applied to each of three sides of the glass 
square so as to secure it to the skin and at the same time allow a portion of the 
glass to remain uncovered for the purpose of observation. The substance to be 
used in the test is then placed directly on the skin and covered by the central 


From the Allergy and Dermatology Clinics of the Massachusetts General 
Hospital. 


1. Jadassohn, J.: Zur Kenntnis der Arzneiexantheme, Arch. f. Dermat. u. 
Syph. 34:103, 1896. 

2. Bloch, B.: The Role of Idiosyncrasy and Allergy in Dermatology, Arch. 
Dermat. & Syph. 19:175 (Feb.) 1929. 

3. Sulzberger, M. B., and Wise, F.: The Contact or Patch Test in Derma- 
tology: Its Uses, Advantages and Limitations, Arch. Dermat. & Syph. 28:519 
(March) 1931. Sulzberger, M. B.: Acneform Responses to Patch Tests, ibid. 
30:566 (Oct.) 1934. Rostenberg, A., Jr., and Sulzberger, M. B.: Some Results 
of Patch Tests, ibid. 35:433 (March) 1937. 

4. Hansen, P.: Einige Untersuchungen tiber die Einwirkung der Seife auf 
der Haut, Acta dermat.-venereol. 17:589, 1936. 
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clear portion of the glass square. The ends and free edges of the strips of 
adhesive tape are then stuck tightly to the skin. The device is commonly referred 
to in my laboratory as the “open” patch, because the upper edge of the glass has 
been left free, making it possible to insert fluids beneath the glass. The accom- 
panying illustration is a photograph of the patch as applied. The uses of the 
“closed” window patch will be referred to subsequently in this article. 

The use of glass as a covering for the patch has several advantages, 
Glass is relatively insoluble in anything that should be applied to the 
skin. It is suitable not only because it is transparent but because the 
close apposition made possible by its stiffness aids in spreading liquids 
by capillary attraction and tends to confine them to the proper site, 


Window patch test (open). 


Cellophane is slightly soluble under certain conditions, and I have 
observed reactions which suggest that it may itself cause irritation. 
Furthermore, its porosity may allow approximated materials to combine 
and may confuse the interpretation of the reactions. 

The window patch test was devised primarily for the purpose of 
controlling the py value of the cutaneous surface in the presence of a 


fatty acid. By its use it is possible to produce and maintain a relatively 


constant state of acidity or alkalinity. During the development of a 
cutaneous reaction this condition can be maintained by repeated applica- 
tions of buffered solutions for twenty-four hours or longer, if necessary. 

When it is considered desirable to keep at a certain py value the 
area of skin which is in contact with the test material. buffered solutions 
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be easily introduced by means of a dropper inserted beneath the 


aped edge. These solutions are dispensed in 1 ounce (30 cc.) bottles 


ontaining droppers which act as stoppers. The patch is numbered in 
ink to correspond to the number on the bottle which is to be used, and 
the patient is instructed to apply a drop or so of the solution at stated 
intervals. This technic has been employed in observing the varying reac- 
tions of sensitivity (or irritability) to substances suspected of causing 
contact dermatitis, and the significance of the accumulated data encour- 
ages further study by this means. Subsequently a report of this work 
will be submitted. 

A number of other uses have been found for the window patch. It 
is of value in testing reactions of the skin to volatile substances, such as 
turpentine and medicated alcohol. In the study of dermatitis due to 
exposure to substances of this nature, the window patch is preferable to 
the usual method, as repeated applications of the offending substance 
may be made. Such a procedure more closely approximates the condi- 
tions under which the dermatitis originally developed. 

It has been used for the observation of reactions to liquids, powders 
or ointments used as cosmetics or for therapeutic application. When it is 
used for this purpose, however, the fourth side of the glass square 
should be sealed with adhesive plaster. This method is therefore desig- 
nated as the “closed” window patch. 

The glass window patch should be of assistance in the study of those 
dermatoses which might be produced by allergens acting on the skin only 
in the presence of light.° It is possible that quartz or some other trans- 
parent material should be substituted for the glass, in order to admit 
the ultraviolet rays. 

The ordinary patch test as it is commonly used today has an impor- 
tant disadvantage in that no provision is made for observing the reaction 
as it develops, and not infrequently a severe vesicular or even bullous 
reaction is disclosed when the patch is removed. Such developments, 
especially common in testing with dyes and metals, may occur within a 
few hours. With the use of the window patch, however, the test site 
can be readily inspected by the patient, and he himself may detect any 
objective development in time to forestall such serious reactions. 

As many as sixteen window patches have been applied simultane- 
ously, four each to the flexor surfaces of the forearms and the anterior 
regions of the thighs. These areas are chosen because they may be 
readily inspected by the patient and are accessible for additional applica- 
tions of solutions. 


5. Kitchevatz, M.: Nouvelles recherches sur la photosensibilisation de la 
peau, Bull. Soc. franc. de dermat. et syph. 43:581, 1936. 
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More than five hundred window patch tests have been made. When 
the patch is properly applied it is seldom accidentally dislodged. No 
complaints of discomfort have been made; indeed, the patient’s interest 


in the procedure has usually been conducive to full cooperation. In my 


series of cases there have been no injuries caused by breakage. 


SUMMARY 

A description is given of a technic of patch testing which I call the 
“window” patch test. It is valuable for the following reasons: 

1. It makes possible the frequent applications of buffered solutions 
to the test site and thus may be used to study the influence of alkalinity 
or acidity on the development of reactions of sensitivity or irritability 
of the skin. 

2. It is useful for testing reactions of the skin to volatile substances, 
as repeated applications may be made beneath the glass window. 

3. It provides constant visibility of the test site for both the patient 
and the physician; consequently, the development of serious reactions 
may be avoided. 

4. The test site may be exposed to light ; therefore, the method should 
be valuable in studying certain dermatoses caused by substances the 
cutaneous reactions to which may depend on exposure to light. 


475 Commonwealth Avenue. 
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I PATCH TESTS WITH FATTY ACIDS 
In spite of rather extensive experimentation on the action of soap 
on the skin, the mechanism of this reaction is still undetermined. Is 


the fatty acid, the alkali or some added ingredient (perfume, dye, filler) 









the active etiologic agent of soap irritations? Does soap act as an 





allergen or as a primary irritant? Definite answers to these questions are 





still lacking. 

Recently it has been shown that the skin has the power to neutralize 
externally applied alkali. Thus, the alkali in any soap residue on the 
skin is neutralized and the fatty acids of the soap remain on the skin at 
approximately the py of the cutaneous surface. It therefore seems 
important to determine the action of the fatty acids on the skin. Further- 







more, the fatty acids come into contact with the skin at a higher py 
than that normal for the skin during continuous contact with soap, and 
the action of the fatty acids at an increased py then becomes important. 
This paper will present data on the action of fatty acids on the skin 
at normal and altered hydrogen ion concentrations. It is hoped that 
such data will help to explain the mechanism of the action of soap on 









the skin. 
By definition, a soap is the salt of an alkali and a fatty acid. In the 





soaps most commonly used the alkali is either sodium or potassium 
hydroxide, both of which are strongly alkaline. The fatty acids vary 
with the type of oil used to produce the soap. Those most frequently 
present belong to three groups: (1) the saturated fatty acids, particu- 








larly caproic, caprylic, capric, lauric, myristic, palmitic and stearic (acids 





of even-numbered carbon atoms, increasing from 6 to 18 in the order 
given); (2) the unsaturated fatty acids, particularly oleic and linoleic, 
and (3) the hydroxy fatty acids, such as ricinoleic acid. All of these are 
weak acids. Since a soap is the salt of a strong alkali and a weak acid, a 







water solution of the soap hydrolyzes to produce an excess of hydroxyl 
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ions and, therefore, an alkaline solution results, even though the soap 


contains chemically equivalent amounts of alkali and acid. 

Almost all investigators of the problem of soap irritations have con- 
cerned themselves with*the question of whether the alkali or the fatty 
acid is the offending agent. Stauffer’ and also Jordan, Walker and 
Osborne * concluded that the alkali is not the important factor because 
patch tests gave no indication that the more alkaline soaps are the more 
irritating ones. But it must be remembered that in addition to the 
variation in alkalinity, different soaps also vary in the types of fatty 
acids they contain. The fact that in these tests the intensity of reaction 
to the patch test is not directly proportional to the alkalinity of the 
soap does not of itself indicate that the alkalinity of the soap is not a 
contributory factor. As a matter of fact, some of the data in the paper 
by Osborne and his co-workers might be interpreted to indicate that the 
alkalinity is an important factor. They made patch tests of solutions 
of two concentrations of the same soap, and frequently the more con- 
centrated one gave the more intense reaction. Such patch tests might 
be considered to be patch tests with the same fatty acids at different 
concentrations of alkali, in which the higher concentration gave the more 
intense reaction. 

Mayer * stated the opinion that the alkali is the causative agent in 


* found cottonseed and coconut oil soaps 


soap irritations. Gardiner 
more irritating than palm and tallow soaps, but instead of investigating 
the relative activity of the varying fatty acids of these soaps, he con- 
cluded that the two former require a higher equivalent of alkali to 
saponify, and when this is liberated from such soaps, it necessarily has 
a more injurious action on the skin. 

Goldman * concluded from a series of patch tests that pure coconut 
oil soap is more irritating than other soaps but did not attempt to explain 
why it is more irritating. Hansen® found that patch tests with such 

1. Stauffer, H.: Die Ekzemproben (Methodik und Ergebnisse), Arch. f. 
Dermat. u. Syph. 162:517-576, 1931. 

2. Jordan, J. W.; Walker, H. L., and Osborne, E. D.: Studies in the 
Eczematizing Properties of Soaps, New York State J. Med. 36:791-795, 1936. 

3. Mayer, R. L.: Toxicodermien, in Jadassohn, J.: Handbuch der Haut- 
und Geschlechtskrankheiten, Berlin, Julius Springer, 1933, vol. 4, pt. 2; cited by 
Goldman, L.: The Skin Reactions of Infants and Children to Soaps, J. A. M. A. 
108:1317-1320 (April 17) 1937. 

4. Gardiner, F.: Soaps and Their Effects on the Skin: An Analytical 
Research, Edinburgh M. J. 8:514-520, 1912. 

5. Goldman, L.: Patch Tests with Soaps, M. Bull. Univ. Cincinnati 7:90-92, 
1935. 

6. Hansen, P.: Einige Untersuchungen iiber die Einwirkung der Seife auf 
der Haut, Acta dermat.-venereol. 17:589-596, 1936. 
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stances as sodium oleate, “‘sapo medicatus” (in water and petrolatum), 
| “sapo kalinus,” or soft soap (in water and petrolatum), showed 
quent mild irritations on both normal and eczematous skin. The 
st irritating material was 50 per cent soft soap in petrolatum. Hansen 


expressed the belief that this irritation was caused by the excess 


alkalinity of this soap. He found 10 per cent solutions of sodium 
palmitate and sodium stearate nonirritating. In this work, as in the 
work of Jordan, Walker and Osborne,? emphasis was placed on the 
concentration of the patch test material. 

Hansen, following the work of Burckhardt,’ further showed that 
the skin has the power of neutralizing the alkali present in the soap. 
In the patch tests with weak solutions of soap, it is logical to assume, 
therefore, that shortly after application the alkali is neutralized by an 
acid stronger than the fatty acids present in the soap. It is also possible 
that when the patch test material is a strong solution of soap in 
water (gel), or solid pieces of soap, or soap in petrolatum, a “case- 
hardening” effect may occur in which the fatty acids are quickly precipi- 
tated in the layer of patch test material adjacent to the skin. Since, 
therefore, in a final analysis patch tests with soaps may be considered 
to be patch tests with fatty acids, the alkali of the soap having been 
neutralized relatively quickly by the skin, it seemed advisable to make 
a series of patch tests with the pure fatty acids in an attempt to 
explain better the mechanism of the action of soap on the skin. 

Pusey § stated: “Another class of chemical irritants which fre- 
quently produce dermatoses are decomposing body secretions. The 
fatty acids and other products of decomposition are irritating and 
reported an irritation 


occasionally the causes of dermatitis.” Hailey ‘ 
caused by mimeograph oil, of which he expressed the opinion that the 


'° reported irritations due to a 


active ingredient was oleic acid. Cronin 
mixture used in the manufacture of rubber, in which he expressed the 
belief that the irritating ingredient was stearic acid. One may well 
question in the last two instances whether sufficient tests were made to 
prove definitely that the fatty acids were the injurious substances. No 
other reference concerning the direct action of the fatty acids on the 
skin has-been: found. 


7. Burckhardt, W.: Beitrage zur Ekzemfrage: Die Rolle des Alkali in der 
Pathogenese des Ekzems speziell des Gewerbeekzems, Arch. f. Dermat. u. Syph. 
173:155-167, 1935. 

8. Pusey, W. A.: The Principles and Practice of Dermatology, ed. 4, New 
York, D. Appleton and Company, 1930, p. 73. 

9. Hailey, W. H.: Dermatitis from Oleic Acid, Arch. Dermat. & Syph. 8: 
530 (Oct.) 1923. 

10. Cronin, H. J.: Lead Stearate Poisoning in the Rubber Industry, Boston 
M. & S. J. 192:900, 1925. 
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We have performed patch tests on about 200 persons with normal 
and pathologic skin with single fatty acids’! and with mixtures of 
fatty acids. Since these fatty acids are almost insoluble in water, they 
were used only in the pure form. The patch tests were applied to the 
upper part of the arm, where there were no apparent lesions, and 
allowed to remain in contact with the skin for about twenty-four hours, 
They were read about one hour after the patches were removed. The 
results of these tests are shown in the accompanying table. 

The mixed fatty acids from coconut oil were chosen because coconut 
oil is frequently used for the manufacture of soap and because it 
represents primarily a mixture of saturated fatty acids. It contains a 
much higher percentage of the fatty acids of low molecular weight 
than most fats used in soap making. The mixed fatty acids from 


Percentage of Positive Reactions to Patch Tests with Fatty Acids 





Soap-Irritable Patients with Contact 

Normal Subjeets Persons or Atopie Dermatitis 

— A — r ~~ ~ i “A ~ 

Num- Posi- Num- Posi Num-  Posi- 

Fatty Acid ber tive } ber tive % ber tive 


Caproic......... 99 63 2 17 70.9 63 ™) 
Caprylic 56 99 96 25 2 96.0 64 
Capric 99 2: 23 R.0 64 53 


S 


Lauric areaorags0% ¢ 7 26 53. 
ee : F 3 3 2 26 15.4 
Palmitic..... ‘ 22.1 
Stearic ; j 5.$ 26 22.1 
Mixed (cocoanut oil).... 5 3.3 26 ; 100.0 

6.3 


0 


castor oil were chosen because of the high percentage of hydroxy fatty 
acid present. Some work was done with the mixed fatty acids from 
linseed oil, primarily unsaturated fatty acids, but the results are not 
reported here, because it is felt that the rapid oxidation of these acids 
makes the results unreliable. 

The three groups of persons tested represent: (1) those who were 
free from any disease of the skin and had no history of soap irritation; 
(2) those who had normal skin at the time of the test but had had 
pruritus or vesiculation after the use of some soap or soaps, and (3) 
a group of persons who had cutaneous lesions characteristic of either 
contact or atopic dermatitis at the time of the test. The first two groups 
were made up principally of female nurses between the ages of 19 
and 26 years. The third group was heterogeneous as to age and occupa- 
tion but consisted principally of persons in whom some external con- 


11. All were Eastman organic chemicals except the oleic acid. 
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was thought to be one cause of the dermatitis. The group included 

irge number of persons with characteristic “housewife’s dermatitis” 

the dorsa of the hands. 

No attempt has been made to separate the positive reactions into 
eroups according to their intensity. A majority of the reactions con- 
sisted of erythema only. More intense reactions (papules or vesicles) 
were sometimes seen from caproic, caprylic, capric and lauric acids and 
from the mixed fatty acids of coconut oil. The patients frequently 


complained of itching while these five materials were in contact with 


the skin. Caproie and caprylic acids frequently produced pigmentation 
which did not disappear for several weeks. 

It is at once apparent that the saturated fatty acids of low molecular 
weight (caproic, caprylic and capric) are more irritating than the acids 
of higher molecular weight. It is likely also that the presence of these 
acids in the mixed fatty acids of coconut oil accounts for the almost 
universal irritation caused by patch tests with this material. No explana- 
tion for the slightly lower percentage of positive reactions to caproic than 
to caprylic acid 1s apparent at present. 

Positive reactions to lauric, myristic, palmitic, stearic and oleic 
acids are less frequent. In the case of these acids there 1s an apparent 
small increase in the percentage of positive reactions obtained among 
persons with dermatitis as compared with normal persons, and the 
reactions of these persons are usually more intense than those of 
persons with normal skin. The apparent high percentage of positive 
reactions to lauric, palmitic and stearic acids among the “soap irritable” 
group is probably an error due to the smali number of persons tested. 

Oleic acid gives about the same percentage of positive patch tests 
as did the saturated acids of higher molecular weight. There 1s 
almost a complete absence of positive reactions to the mixed fatty 
acids from castor oil. 

COMMENT 

The results of patch tests with the fatty acids must not be directly 
compared with those of patch tests with soaps, reported by other 
investigators. The higher percentage of positive results obtained with 
saturated fatty acids of low molecular weight, as compared to the fatty 
acids of high molecular weight, lends support. however, to the belief 
that soaps made from oils containing these acids are more irritating 
than soaps made from oils containing acids of high molecular weight. 

The high percentage of positive reactions to patch tests with the 
saturated fatty acids of low molecular weight does not necessarily indi- 
cate that these fatty acids are responsible for irritations due to the 
soap. Normal skins are also irritated by these acids; therefore, they 
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should be considered “primary irritants.” The fact that the skin of 
most persons is not irritated by soaps probably indicates that there js 
only a small amount of these fatty acids in soaps. 

Do the results of the patch tests with the fatty acids of a molecular 
weight higher than that of capric acid indicate that they are responsible 
for soap irritations? There is a sharp decline in the percentage of 
positive reactions to patch tests on normal skin for the acids having a 
molecular weight above that of capric acid. The percentage of positive 
reactions to these acids is not much greater, however, for persons with 
either contact or atopic dermatitis than for the persons with normal 
skin. It is believed that too small a percentage of the 100 persons with 
irritated skin showed positive reactions to patch tests with these acids to 
permit the conclusion that they alone are responsible for soap irritations, 
Strong reactions to these acids may be of diagnostic significance. 

In all the tests reported in this paper, there has been no control of 
the py of the substances during the patch tests. In the next section of 
this paper the results of patch tests with fatty acids at controlled hydro- 
gen ion concentrations will be reported. It will be shown that such 
tests more clearly indicate the parts played by the fatty acids and the 


alkali in producing soap irritations. 


SUMMARY TO SECTION I 

The results of patch tests on persons with normal and pathologic 
skin with the various pure fatty acids and mixtures of fatty acids 
indicate that: 

1. Saturated fatty acids of low molecular weight yield a much higher 
percentage of positive reactions to patch tests than do acids of higher 
molecular weight. 

2. Persons with normal skin give positive reactions to the fatty acids 
of low molecular weight as frequently as do persons with pathologic 
skin. 

3. Fatty acids of a molecular weight higher than that of capric acid 
produce reactions somewhat less frequently on normal than on pathologic 
skin. Strong positive reactions to these acids may be of some diagnostic 
significance. 


4. Positive reactions to the unsaturated fatty acid, oleic acid, occur 


about as frequently as do positive reactions to the saturated acids of 


high molecular weight. 
5. A positive reaction to the mixed fatty acids from castor oil 
is seldom seen. 
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ll, PATCH TESTS WITH FATTY ACIDS AT VARIOUS 
HYDROGEN ION CONCENTRATIONS 
[t was pointed out in the first part of this paper that even though a 
soap may be made from chemically equivalent amounts of an alkali 
and a fatty acid, an aqueous solution of that soap will have a py greater 
than 7 because the alkali of the soap is more strongly ionized than the 


acid. Actually, aqueous solutions of the commercial soaps tested show a 
pu between 10 and 11 when measured with the glass electrode. 


The cutaneous surface has been shown to have a py between 4 and 
72. When the skin is washed with soap and water and well rinsed, the 
resulting px of the surface is usually between 6 and 7.5. From this point, 
the py of the surface will slowly drop to normal if no more soap touches 
it. The rate at which the py of the surface returns to normal probably 
varies from person to person. Burckhardt‘ has attempted to measure 
the variation in the rate at which the skin will neutralize externally 
applied alkali. Using a modification of Burckhardt’s technic, Hansen ° 
observed the change in color of an indicator in a small quantity of soap 
solution held on the skin under cellophane. He found that phenol- 
sulfonphthalein (phenol red) added to a 1 per cent solution changed 
color in five minutes, 1. e., the py of the solution dropped to 6.5; a 10 
per cent solution showed a change in color in seven hours. 

A patch test with a soap solution should be considered to be a patch 
test with the fatty acids contained in the soap at a py which is con- 
tinuously diminishing from about 10.5 to about 4.5. The time required 
for the py to become constant will depend on the concentration of the 
test material and the characteristics of the skin of the person tested. 
One questions, therefore, what part hydrogen ion concentration plays 
in determining whether the reaction to a patch test will be positive or 
negative. In order to determine this point, a series of patch tests 
has been made with single fatty acids at different hydrogen ion con- 
centrations, each concentration being held relatively constant. 

For this investigation a technic '* was used whereby the fatty acid ™* 
was held in contact with the skin under a small piece of glass, secured 
with adhesive tape on three sides. The patient was given dropping bottles 
containing buffer solutions and was instructed to place a drop or so of 
the solution under the free edge of the glass every hour while awake. 
The patches remained in contact with the skin for twenty-four hours. 


12. Blank, I. H.: Measurement of the pu of the Skin Surface, J. Invest. 
Dermat., to be published. 

13. Guild, B. T.: Window Patch Test, Arch. Dermat. & Syph., this issue, 
p. 807. 


14. Eastman organic chemicals were used. 
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The fatty acids used for these tests have melting points higher than 
the cutaneous temperature but are easily melted at the temperature of 
boiling water. Therefore, a drop of the liquid fatty acid was placed 
in the center of the piece of glass, where it quickly crystallized and 
adhered firmly to the glass. Two types of standard buffer solutions 
have been used—that of Clark and Lubs?® and that of McIlvaine. 
Usually four tests with a single fatty acid were made on each patient 
one “control” test, in which no buffer solution was added and three 
in which buffer solutions of py 3, 5 and 7, respectively, were added. 


Reactions to the patch test with lauric acid at various hydrogen ion concen- 


trations. 


A py of 5 is approximately equivalent to the average py of the cutaneous 
surface. It is felt that with frequent contact with soap, a py of at 
least 7 may be maintained for some time. Also, a buffer solution 
having a py of 3 was used to determine whether in some of the 


15. Clark, W. M., and Lubs, H. A., cited by Clark, W. M.: The Determina- 
tion of Hydrogen Ions, ed. 3, Baltimore, Williams & Wilkins Company, 1928, 
p. 200. 

16. McIlvaine, T. C., cited by Clark, W. M.: The Determination of Hydrogen 
Ions, ed. 3, Baltimore, Williams & Wilkins Company, 1928, p. 214. 
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ases, in which irritation was seen at the normal py of the skin, 
ere would be diminished irritation at a lower py. The results of one 
uch series of patch tests with lauric acid on the flexor surfaces of the 
orearms are shown in the accompanying photograph. 

It is plainly evident from the photograph that the reaction to lauric 
acid at a Pu of 5 is approximately the same as the reaction when no 
buffer is added (control) ; when the py is increased to 7, the reaction is 
much more intense; when the py is reduced to 3 no reaction is apparent. 
\ person was chosen to be photographed in whom this difference in 
reaction at various hydrogen ion concentrations was striking. Not all 
persons showed such a decided variation. However, in 56 of 64 persons, 
some of whom had no dermatitis, the reaction at 7 was definitely more 
intense than that at 5; and in 25 of 44 the reaction at 3 was definitely 
less intense than that at 5. In the majority of cases lauric acid was 
used, but both capric and myristic acids also showed this variation. 
Completely negative reactions have been obtained to palmitic acid at 
hydrogen ion concentrations of 5 and 8 in each of the 7 cases in which 
the substance was used. 

One questions, of course, whether patch tests with the buffer solu- 
tions alone might not show these variations in intensity of reaction. In 
this connection, a case cited by Stauffer‘ in 1931 is of interest. - After 
performing patch tests in a single case of “eczema” with phosphate 
buffer solutions of py 6.5, 7.35 and 8, he stated: 


Remarkable in this case are the patch tests with the solutions of varying 
pu, in which the solution with the high fu (8) gives the strongest reaction; 
7.35, however, reacts less strongly and 6.5 only slightly. This action at different 
hydrogen ion concentrations, and, indeed, the fact that the reaction to the alkaline 
fluid is strong and the one to the acid fluid scarcely appears, has never to my 


knowledge been observed until now. 


Stauffer’s patches were left on for three days. By the technic used 
in my work, however, the tests are for twenty-four hours only. Stauffer 
found completely negative reactions to both 6.5 and 7.35 py buffer solu- 
tions at the end of one and one-half days. Frequent tests with my 
buffer solutions alone have never shown a positive reaction. 


COMMENT 
In using the patch test to determine the etiologic agent of contact 
dermatitis, one should attempt to duplicate as nearly as possible the 
actual conditions under which contact with the material takes place. 
Such was the rationale of Goldman,'? who swabbed the skin of infants 


17. Goldman, L.: The Skin Reactions of Infants and Children to Soaps, J. A. 
M. A. 108:1317-1320 (April 17) 1937. 
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daily with 10 per cent soap solutions instead of using a single application 
of soap as a patch test. In view of the work of Burckhardt * and Han- 
sen," it is doubtful, however, that daily swabbings simulate the more or 
less continuous contact with soap solutions experienced by laundresses 
and dish washers, because, as these investigators showed, the skin 
quickiy neutralizes the alkali in a single application of soap. It is 
difficult to state just what py is maintained during frequent contacts 
with soap. It is not improbable, however, that at least as high a py 
is maintained as is maintained by the patch test technic described, by 
which a buffer solution of py 7 was added at hourly intervals. 

The results of patch tests with such a technic lead to the formulation 
of an interesting theory. In the first section of this paper it was reported 
that saturated fatty acids of low molecular weight are irritating to most 
skins. As the molecular weight increases above that of capric acid, the 
fatty acids, of themselves, become less irritating. If, however, the 
surface of an area of skin in contact with some of the nonirritating fatty 
acids is maintained at a py higher than normal, the skin becomes irri- 
tated. The method used for maintaining increased p, has been shown 
not to irritate the skin. Since most of the soaps commonly used at 


present contain only small amounts of the fatty acids which are of 


themselves irritating, it is probable that soap irritations result from 
neither the fatty acids alone nor the alkali of the soap but from a 
combination of the two. Whether the fatty acid and the alkali act indi- 
vidually on the skin or whether they first combine to form one irritating 
compound is yet to be established. 

Positive reactions to patch tests with the fatty acids at a py higher 
than the normal py of the cutaneous surface are not always of diagnostic 
significance. Many persons with normal skin will show positive reactions 
to patch tests with some of the fatty acids under these conditions. It is 
believed, however, that a negative reaction to the patch test by a person 
who has dermatitis indicates that soap is not an important factor in 
producing the dermatitis. 

It is also believed not only that the irritating quality of the fatty acids 
decreases with increasing molecular weight but that the amount of 
alkali which must be added before a fatty acid becomes an irritant 
increases with the increasing molecular weight of the acid. That is to 
say, irritations can be produced by fatty acids of high molecular weight 
only if the py of the cutaneous surface is maintained either at a higher 
point or at the same point for a longer period than is required to 
produce irritations when acids of lower molecular weight are used. Data 
are now being obtained to test this theory. Such experiments, it is hoped, 
also will indicate a test which will accurately grade the degree of irrita- 
bility of the individual skin to soap. 
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SUMMARY TO SECTION II 

It has been shown by a modified patch test technic that certain fatty 
acids give a more intense reaction when maintained at a py of 7 than 
at a pu of 5. Also, many instances of diminished reactions at a py of 3 
have been observed. The theory is proposed that neither the alkali nor 
the fatty acid alone is responsible for the irritation produced by soap, 
but that each is a contributing factor, and that the higher the molecular 
weight of the fatty acid, the more alkali will be required before irritation 


results. 


Il. SULFONATED OILS AS SUBSTITUTES FOR SOAP 


\t present the question of whether soap of itself can be a sensitizing 
after 


& 


agent has not been definitely settled. Hansen*® and Bonnevie,' 
studying over 900 cases, stated that true hypersensitivity to soap does 
not exist. The few patients in their series who seemed to be hyper- 
sensitive to some commercial soap proved to be hypersensitive to the 
perfume, dye, antiseptic or filler in the soap and not to the soap itself. 
Sulzberger and Goodman ?* concurred in this opinion, 

Even though hypersensitivity to soap may be rare, the use of soap in 
many cases of contact dermatitis is considered inadvisable, because it is 
felt that even if the soap is not the specific etiologic agent, it neverthe- 
less prolongs an irritation after the direct cause is eliminated. Also, 
the patient with atopic dermatitis is frequently advised not to use soap. 
After finding that 41 per cent of his patients with “eczema” gave positive 
reactions to various soaps, Stauffer’ stated: “On this basis, I now 
forbid almost all of my patients with eczema to use soap.” In place of 
soap, the dermatologist usually recommends liquid petrolatum or a vege- 
table oil. These seldom irritate, but they are unsatisfactory detergents for 
long-continued use, and the patient is usually psychologically opposed to 
them. Recently, sodium hexametaphosphate has been proposed as a 


1 have recommended 


substitute for soap.*° Also, Jones and Murry ? 
petrolatum to which 2 per cent cholesterol has been added. 

As has been shown in the previous sections of this paper, the results 
of various patch tests indicate that certain of the fatty acids contained in 
soap are, of themselves, irritating to normal skin and that others of the 


fatty acids become irritants when in contact with skin at a py higher than 


18. Bonnevie, P., in discussion on Hansen.® 

19. Sulzberger, M. B., and Goodman, J.: Allergy in Dermatology: A Critical 
Review of Recent Contributions, J. Allergy 9:398-423, 1938. 

20. Jones, K. K.; Murray, D. E., and Ivy, A. C.: Sodium Hexametaphosphate : 
ts Use for Certain Occupational Dermatoses, Indust. Med. 6:459-462, 1937. 

21. Jones, K. K., and Murray, D. E.: Effects of Cholesterol in Petrolatum on 
Loss of Water by the Skin and on Cleansing, Arch. Dermat. & Syph. 36:119-130 
(July) 1937. 
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that of normal skin (‘“‘alkalinized”’ skin). Since even a “neutral” soap 
tends to increase the py of the cutaneous surface, a soap to be nonirri- 
tating, according to this theory, must contain no fatty acids which will be 
irritating to the ‘‘alkalinized” skin and certainly no fatty acid which is of 
itself an irritant to the skin at a normal py. Such a soap, according to 
my data from patch tests, would be a soap made from palmitic and 
stearic acids only. Hansen’s ® data also indicate that sodium palmitate 
and sodium stearate are nonirritating. 

Clinical tests with soaps containing only very small amounts of any 
acid of a lower molecular weight than palmitic acid have been disap- 
pointing. Certain minor irritations of the skin, such as mild erythema 
or slight desquamation (dryness), have responded well to the substitution 
of special soaps made from palmitic, stearic and oleic acid for commercial 
soaps. (Practically all commercial soaps contain some coconut oil soap 
in which are some of the acids of low molecular weight.) Many of the 
more severe irritations, however, have not been benefited. 

A detergent which would not “alkalinize” the skin and which con- 
tains no fatty acid which would irritate the normal “unalkalanized” skin 
would, therefore, seem to be desirable. Some of the more recently 
developed sulfonated alcohols and sulfonated oils appear to be such 
detergents. Biederman ** and Goldman *® have reported positive reac- 
tions to patch tests with a salt of a sulfonated alcohol. Schwartz ** and 
‘sulfonated 


Osborne and Putnam ** have reported irritations due to 
oils” used in the textile industry. In neither instance, however, was the 
type of sulfonated oil determined. 

The term “sulfonated oil” does not indicate a single compound but is 
frequently used to name any compound or group of compounds arising 
from the action of sulfuric acid on an oil or fat which is partly unsatu- 
rated. Thus, olive oil, castor oil, teaseed oil, cod oil, tallow, liquid 


petrolatum and many other oils can be sulfonated. Also, they may be 
sulfonated to different degrees, and the sulfonation procedure may be 
such as to produce many different side reactions. Consequently, it is 


“ec 


difficult to evaluate reports of irritation due to “sulfonated oils.” It is 
important, furthermore, not to confuse sulfonated oils with oils or oint- 
ments to which sulfur has been mechanically added. During the process 
of sulfonation the hydrophilic sulfate group is introduced into the oil 


molecule, which makes the oil “water soluble.” Sulfur in the form of 


22. Biederman, J. B.: Sensitivity to Drene Shampoo, New England J. Med. 
217:1088-1089, 1937. 

23. Schwartz, L.: Actual Cause of Dermatitis Attributed to Sox, Pub. Health 
Rep. 49:1176-1185, 1934. 

24. Osborne, E. D., and Putnam, E. D.: Industrial Dermatoses, with Special 
Reference to Allergy and Mycotic Dermatitis, J. A. M. A. 99:972-977 (Sept. 17) 
1932. 
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sulfate group has none of the properties of free sulfur. Thus, the 
ulfonated oils to be considered here are acidic “water-soluble” detergents 
and should not be confused with the sulfur medicaments now in com- 
ion use. 

Anhydrous sulfonated olive oil, produced so as to be practically free 
from side reactions, showed mild positive reactions to patch tests of 13 
of 100 persons (13 per cent) with normal skin, of 3 of 26 persons (11.5 
per cent) with a history of soap irritation but no lesion at the time of 
testing, and of 14 of 102 persons (13.7 per cent) with contact or atopic 
dermatitis. This sulfonated olive oil was chosen, therefore, as a soap 
substitute for clinical trials in cases of contact or atopic dermatitis. A 
few preliminary trials indicated that a mixture of this sulfonated olive oil 
and water, though satisfactory as a cleanser, “dried” the skin too much. 

Instead of the sulfonated oil and water, a mixture of approximately 
25 per cent sulfonated mixed olive and teaseed oils, 25 per cent liquid 
petrolatum and 50 per cent water was used.*® This mixture also is 
produced so as to be practically free from those ingredients which result 
from side reactions during sulfonation. Dyes and perfumes are inten- 
tionally omitted. This material has the following specifications : 

Specific gravity 0.98 tol at 25 (77 F.) 
Refractive index 1.40 to 1.42 at 25 (77 F.) 
Cold test 2C.to5 C. (35.6 F. to 41 F.) 
Iodine value ... 9 to 10 
Saponification value Bo 
SOs; content R $5 
pu (2 per cent aqueous solution)..... 7 


G. 
c. 


per cent 


The majority of subjects chosen for use of this detergent had contact 
dermatoses, although some had atopic dermatoses. Among the patients 
with contact dermatitis there were many housewives with lesions pri- 
marily on the dorsa of the hands. These patients were asked to use the 
oil mixture as a detergent, exclusive of any soap if possible. This was 
not possible in all cases. The patient was advised to rub the oil mixture 
on the areas to be cleaned and then to rinse it off with water. The 
material does not lather, but it cleans well. This detergent has been used 
in approximately 150 cases for periods varying from a few weeks to 
two years. Almost all the patients were ambulatory, and the extent 
to which directions were followed could not always be determined. 
Seldom was this substitution the only treatment given. Even with 25 
per cent liquid petrolatum present in this specific mixture, some patients 
complained of excessive “dryness,” though almost all of them thought 
that the skin was much less dry than when soap was used. In less than 

25. This product (“acidoleate”) was supplied by the National Oil Products 
Company, Harrison, N. J. 
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10 per cent did relapses occur coincidentally with the use of this sulf- 
onated oil mixture, and in not all of these could it be proved that the 
use of the oil caused the relapse. In 18 of the 150 cases, after an 
improvement with the use of the oil, relapses were produced by asking 
the patient to return to the use of soaps. The irritation again cleared 
with the omission of soap and return to the use of oil. 

At present it has not been shown that this oil mixture has any 
specific therapeutic value. It does seem, however, to be a detergent 
with which the patient can maintain satisfactory personal hygiene and 
which has been nonirritating in over 90 per cent of the cases. The patient 
may object to the lack of lather, but he much prefers this sulfonated 
oil mixture, which he can wash off, to a mineral or vegetable oil insoluble 
in water. 

SUMMARY TO SECTION III 

In 150 cases of contact or atopic dermatitis a mixture of 25 per cent 
sulfonated mixed olive and teaseed oils, 25 per cent liquid petrolatum 
and 50 per cent water, which has a py of approximately 6.5, has been 
substituted for soap. Most of the patients have found this sulfonated 
oil mixture a satisfactory detergent. Irritations have followed the use 
of the material in less than 10 per cent of cases. In 18 cases in which 
there were remissions with the use of the oil mixtures, relapses occurred 
when soap was again used. The oil mixture is not thought to have 


specific therapeutic value but rather to act as a means of maintaining 
satisfactory personal hygiene without soap. 


Dr. B. Thurber Guild, of the allergy department, and the staff of the dermato- 
logic department of the Massachusetts General Hospital assisted in these investi- 


gations. 





TROPHIC ULCER FOLLOWING ENCEPHALITIS 
LETHARGICA 


SEYMOUR J. ROSENBERG, M.D. 
PERRY POINT, MD. 
AND 


JULIUS SOLOVAY, M.D. 


CAMP CUSTER, MICH. 


Our attention was recently attracted by 2 patients presenting the 
postencephalitic parkinsonian syndrome who had peculiar ulcerations 
on identical regions of the face. The areas involved were the alae of 
the nose, with extension in 1 case to adjoining portions of the cheek 
and upper lip. Our interest was further increased when search of the 
literature disclosed that 6 similar cases had been described, 5 in the 
German literature and 1 in the American. 

The first case was reported by Hoffmann’ in 1926. His patient 
was a 27 year old man in whom the typical parkinsonian syndrome 
developed after an attack of grip. Two years after the acute infection 
he noticed a pustule on the left ala of the nose. The lesion extended 
until it resulted in an ulcer the size of a walnut which involved the 
tissues surrounding the left nasal aperture and hard palate. Tubercu- 


losis and syphilis were ruled out. Biopsy revealed only chronic inflam- 


matory changes. 

Lammerman * described the case of a 27 year old woman with post- 
encephalitic parkinsonism. She had an ulcer which involved the left 
nasal wing and extended to the bony tissue. The granulomas were 
excluded. Histologic examination of a specimen of the ulcer showed 
edematous tissue with many dilated lymph spaces. 

Petzal’s * case was that of a 30 year old man who had encephalitis 
lethargica in 1924. Two years later a lesion developed on the right 
ala of the nose. This was aggravated by picking and scratching. Histo- 
logic examination revealed no specific inflammatory changes. 

Schlittler * reported the case of a 16 year old youth who had encepha- 
litis in 1923 followed by parkinsonism. In 1926, because of irritation 


Published with permissicn of the Medical Director of the Veterans Adminis- 
tration, who assumes no responsibility for the opinions expressed or conclusions 
drawn by the authors. 

1. Hoffmann, E.: Deutsche med. Wehnschr. 52:238, 1926. 

2. Lammerman, P.: Dermat. Ztschr. 47:58, 1926. 

3. Petzal, E.: Ztschr. f. Laryng., Rhin. 18:49, 1929 

4. Schlittler, E.: Schweiz. med. Wehnschr. 59:1121, 1929. 
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resulting from a cold, he picked and scratched his nose. A rapidly 
growing ulceration developed and resulted in destruction of the right 
ala nasi, with extension downward to include the skin of the right side 
of the upper lip. The first biopsy was thought to indicate carcinoma. 
The second one disclosed only acute and chronic inflammatory changes, 
Healing of the lesion occurred when the irritation was prevented }y 
restraining the patient’s hands. 

The case of Greenbaum and Alpers * was that of a white man aged 
40, who had epidemic encephalitis in 1918 followed by the parkin- 
sonian syndrome. In 1929 he applied for surgical treatment of an ulcer 
on the right side of the upper lip. Attempts had been made to cure this 


supposed carcinomatous lesion by electrocoagulation and radium, 


although repeated examinations for a malignant process had given 
negative results. The ulcer was excised several times and the defect 
closed by sliding the tissues locally and by flaps from the forehead and 
chest. In spite of all treatment, the ulcer returned. It was the size 
of a 25 cent piece and involved the right ala nasi and the adjacent skin 
of the lip and cheek. The lesion was not painful, and there was no 
tenderness on palpation. Healing occurred only when the local mechan- 
ical irritation was removed. 

Tschamper “ described the case of a 25 year old man who had 
encephalitis lethargica at 10 years of age. Fifteen years later an ulcer- 
ation of the nasal orifice developed, which led to wasting away of the 
cuticular and foremost part of the cartilaginous septum. ‘Two biopsies 
failed to demonstrate a specific etiologic factor. Here, again, the lesion 


healed when the patient was kept from irritating it. 


REPORT OF CASES 

Case 1.—J. A. P., a white man aged 38, a patient at the Veterans Adminis- 
tration Facility, Camp Custer, Mich., had influenza in the winter of 1918. In 
February 1924 the parkinsonian syndrome developed. In the fall of 1933 an 
ulcer involving the right cheek, ncse and upper lip was observed. Several weeks 
later a similar ulcer occurred on the opposite side. There was gradual destruc- 
tion of both alae nasi. 

With the exception of the neurologic findings, physical examination gave 
essentially negative results. Routine laboratory examinations, including serologic 
tests of the blood, gave negative results. Histologic examination of the ulcer 
showed only chronic inflammatory changes. Neurologically, the patient presented 
the typical findings of postencephalitic parkinsonism. The right pupil was smaller 
than the left and was irregular. Both reacted sluggishly to light and in accom- 
modation. There was impairment of upward gaze and of ocular convergence. 


5. Greenbaum, S. G., and Alpers, B. J.: Postencephalitic Trophic Ulcer, Arch. 
Dermat. & Syph. 30:837 (Dec.) 1934. 
6. Tschamper, M.: Ztschr. f. Hals-, Nasen- u. Ohrenh. 41:244, 1937. 
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face was masklike. Speech was explosive. There was a ccarse, regular, 
fairly slow tremor of the tongue and left forearm. There was increased tonicity 
of the muscles of the extremities with cogwheel rigidity of the upper extremities. 
Associated movements were impaired. The gait was propulsive. Reflexes were 
normal except that the left knee jerk reflex was a little more active than the 
right. The sensory system showed no impairment. 

The ulcers were located in the region of the nasolabial folds, the alae nasi 
having been destroyed in their proximal portion (fig. 1). The ulcers extended 











Fig. 1 (case 1).—Postencephalitic trophic ulcer of the nose with destructicn 
ot the ala nasi and extension to the upper lip. 





Fig. 2 (case 2).—Concave defect of the right ala nasi produced by trophic 
lone 
ulcer. 


irregularly, for some distance on the cheek but farther over the upper lip. In the 
acute stage they were deepest in the center and shallow toward the periphery 
and were covered with a blood-stained crust. Within the last year, with strict 
insistence on cleanliness and reduction of trauma tc a minimum, healing has 
gradually taken place, with considerable excavation and scarring. The ulcers 


did not present the hyperesthesia ordinarily associated with an open wound. 


There was anesthesia to light touch but no analgesia to pinprick. 
Case 2.—J. S. M., a white man aged 44, a patient at the Veterans Administra- 
tion Facility, Perry Point, Md., had influenza in 1918. Two years later the 
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parkinsonian syndrome developed. In 1930 he noticed an irritation of the siiy 
of the right wing of the nose. This induced him to scratch and pick at his 
nose until a small ulcer appeared. It extended slowly until it resulted in destruc- 
tion of the right ala nasi. When the patient could be induced to refrain from 
irritating the lesion healing occurred, but there was always subsequent mechanical 
irritation and recurrence of the ulcer. Laboratory examinations, including sero- 
logic tests of the blood, gave negative results. Neurologic examination revealed 
the characteristic features of parkinsonism with the exception of the tremor— 
impairment of the power of convergence, masklike facies, slow expressionless speech, 
increased tonicity of the musculature, absence of associated movements and fes- 
tinating gait. There was no impairment of the sensory system. 

At the time of writing the ulcer is about healed. There is a concave defect 
replacing the right wing of the nose (fig. 2). There has been regeneration of 
the epithelium over the ulcer except at the mucocutaneous margin, which is coy- 
ered by a reddish brown crust. The skin and mucous membrane in this area 
gave a normal response to touch and pain stimuli. Histologic examination of 
the tissue from the ulcerous area indicated chronic inflammation. There was 
no evidence of malignant growth, syphilis cr tuberculosis. 


COMMENT 

We believe these cases to be of interest because of the diagnostic 
difficulties involved. 

In several monographs dealing with encephalitis lethargica, as well 
as in current textbooks, the statement is made that trophic ulcers are 
seldom seen as sequelae of this disease. It is noted in our cases, as 
in the cases garnered from the literature, that the ulcers invariably were 
situated in the region of the nasolabial fold. This occurrence of similar 
lesions in identical parts of the body certainly tempts one to presume 
a specific origin. 

It is difficult to explain the mode of production of these ulcers and 
the specificity of their site. Trauma must undoubtedly be an exciting 
factor, since in practically every case healing occurred when mechanical 
irritation was prevented. That the ulcers appear in the peculiar location 
may be due to the availability of the angle of the nose to the irritation 
of scratching and picking. Cheatle * has shown that rodent ulcers, leuko- 
derma and scleroderma occur with particular frequency in this area. 

Other trophic lesions, such as decubitus ulcers, are rarely seen in 
patients with the parkinsonian syndrome. Pressure sores would be 


expected in these persons, as they often sit or lie for hours without a 


change of position. 

If the lesions described in our cases are truly trophic and due to 
destruction of nerve tissue during the acute infection, one is at a loss 
to explain the delayed development of the ulcerative process. Perhaps 


7. Cheatle, cited by Purves-Stewart, J.: The Diagnosis of Nervous Dis- 
eases, ed. 8, Baltimore, William Wood & Company, 1937, p. 502. 
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the disturbance in function of the sebum-secreting glands and the sebor- 
rheic dermatitis frequently seen in cases of parkinsonism may have 
me influence on the development of the ulcer. 


Si 


SUMMARY 
Two cases of trophic ulcer of the nose occurring in patients show- 


Ing 


the postencephalitic parkinsonian syndrome are presented. 


Six similar cases reported in the literature are briefly reviewed. 
Trauma is recognized as a possible factor in the production of the 
ulcers, although the entire etiologic process is not clearly understood. 





OSTEITIS IN EARLY SYPHILIS 


REPORT OF A CASE 


JOHN BRAINARD SQUIRES, M.D. 
AND 
ALFRED L. WEINER, M.D. 
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Most authors have mentioned the occurrence of osteitis and peri- 
ostitis in early syphilis as either a “rare” or an “occasional” manifesta- 
tion of the disease.’ The scarcity of actual reports, particularly in the 
English literature, warrants the presentation of this report. 

A number of cases of osteoperiostitis associated with early syphilis 
have been recorded in the German and French literature. Mauriac? 
observed a case thirty-four days after the onset of the chancre and 
before the appearance of a rash. Fournier,* reviewing 655 cases of 
syphilis of the bone, found only 35 instances of involvement during the 
first year of infection. Clogne among 2,112 cases of syphilis observed 
osseous lesions in 12 within the first four months. None of these 
authors included roentgen studies in his report, and in some instances 
the time factor was vague. 

The case recently reported by Newman and Saunders ‘ 
the first case of clearcut osteitis in early syphilis to be described in the 
English language. The picture was similar to ours. The patient had a 
“secondary syphilide of the face and mouth and a severe myopathia 
with marked wasting of all the voluntary muscles, associated with wide- 
spread destructive bone lesions.” Tauber and Goldman * reported a case 


* is, we believe, 


From the Department of Dermatology, Cincinnati General Hospital. 
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im this hospital of “syphilitic anemia with diffuse osteitis.” In 


addition to a penile lesion, a bubo containing pus which showed 
spirochetes on dark field examination, a syphilitic eruption, and macro- 
cytic anemia, their patient exhibited destructive lesions in the skull and 


the left clavicle, scapula and tibia. However, because of the history, 
they interpreted the osteitis and anemia as late lesions and the penile 


‘ 6 


lesions as due to a “superinfection.” 

\ case of “acute gummatous osteomyelitis’ associated with trans- 
fusion syphilis has been reported by Mandelbaum and Saperstein.’ 
Kight weeks after transfusion, osteolytic areas were found in the 
sternum and skull; these healed completely under antisyphilitic therapy. 
If this was a case of transfusion syphilis, it probably should be included 
as an instance of osteitis in early syphilis. 

Of the recent foreign reports, that of Nitchew * from Du Bois’s clinic 
in Geneva, Switzerland, is of interest. Three cases were discussed : 


The first patient had a chancre. Results of dark field examination and a 
Wassermann test were positive. He was given neoarsphenamine (amount not 
specified), and subsequently a typical syphilitic rash developed. Sixty-seven days 
after the chancre appeared and twenty-one days after the eruption he complained 
of pains in the legs. These pains spread to involve the upper extremities and the 
forehead, where a tender swelling appeared. At this time the Wassermann reac- 
tion was negative. Roentgenograms revealed periostitis and osteitis. Narcotics 
and intravenous calcium failed to relieve his pain. After three months a bismuth 
preparation was given intramuscularly. The pains began to diminish after only 
two injections and were gone after the eighth. No follow-up roentgen studies were 
recorded. 

The second patient had a typical rash and a positive Wassermann reaction 
(and was the source of infection for the third patient). After a series of injections 
of neoarsphenamine the Wassermann reaction became negative, but one hundred and 
thirty-five days after the occurrence of the rash the patient had violent pains in 
the legs. Within a month roentgenograms revealed hyperplastic osteoperiostitis of 
the diaphyses of the lower parts of the legs. In the lateral view two superficially 
placed atrophic areas were seen in the cortex on the anterior tibial tuberosity. 
There was complete disappearance of symptoms after three injections of a bismuth 
preparation, and roentgenograms apparently were not obtained after treatment. 

In the third patient a chancre developed one month after contact with the 
second patient. Treatment was begun with neoarsphenamine during the dark 
field-positive, seronegative stage. During neoarsphenamine therapy and one hundred 
and five days after the appearance of the chancre, severe pains in the legs and fore- 
arms, associated with tender nodules over the crest of the tibia and the bones of 
the forearm, were noted. Roentgenograms revealed hyperplastic osteoperiostitis 


of the diaphyses. 


6. Tauber, E. B., and Goldman, L.: Personal communication to the authors. 

7. Mandelbaum, H., and Saperstein, A. N.: Transmission of Syphilis by 
Blood Transfusion: A Case of Acute Gummatous Osteomyelitis, J. A. M. A. 106: 
1061-1063 (March 28) 1936. 

8. Nitchew, L.: <A propos des ostéo-périostites syphilitiques précoces, Ann. 
d. mal, vén. 27:600-605 (Aug.) 1932. 
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The author noted the interesting point that in these cases osteitis 
occurred during the course of neoarsphenamine therapy and during a 
Wassermann-negative phase of the disease. Each of the patients had a 
negative Wassermann reaction and was receiving neoarsphenamine when 
he noticed pain. The pains ceased soon after neoarsphenamine was dis- 
continued and bismuth therapy was instituted. The author mentioned 
the fact that Campbell found only 12 per cent negative Wassermann 
reactions in cases of osseous syphilis. In the light of experience in the 
United States with the arsenicals and bismuth preparations, it is difficult 
for us to reconcile the findings in these cases. Unfortunately, no fol- 
low-up roentgen studies were recorded. 

The paucity of cases of authentic osteitis in early syphilis is surpris- 
ing. The report of Newman and Saunders was of proved osteitis in early 
syphilis specifically presented as an example of the association. Nearly 
all the other reports are open to criticism. In some instances the diag- 
nosis was not serologically proved, and in others the pertinent facts of 
the history and examination were vague. Roentgen examinations were 
absent or incomplete. Few of the reported cases have been subjected 
to careful follow-up study. 


REPORT OF CASE 


E. C., a white woman aged 20, a waitress, was admitted to the Cincinnati Gen- 
eral Hospital on Aug. 1, 1937, complaining of headaches and a rash. The head- 
aches had been present at intervals for about a month prior to admission, and 
had been principally in the frontal area. The eruption had been present for only 
three days prior to admission, and there had been no subjective or constitutional 
symptoms associated with it. The patient had had a low grade sore throat of about 
two months’ duration, but this had never bothered her enough to cause her to 
seek medical attention. She had also noted some cervical adenitis. There was no 
history of a lesion of the genitals. She stated that she had been separated from her 
husband until about three months prior to admission, when she again began to 
live with him. So far as she knew, her husband had had no venereal disease, 
There was no history of abnormal sexual relation. 

The past history was essentially irrelevant. The patient had a 3 year old daughter 
in good health. She had had no miscarriages. At the time the child was born 
the Kahn reaction of the mother’s blood had been negative. There was no familial 
history of syphilis or tuberculosis. 

The patient was a rather obese white woman who did not appear ill. A gen- 
eralized raw ham-—colored macular eruption was present. The palms and soles 
were involved. No mucous patches were seen in the mouth, but both tonsils were 
red and swollen, particularly on the right, and there was corresponding enlarge- 
ment of the cervical nodes. The head was of normal size and shape, but several 
tumors were present. There were one tumor in the midfrontal area, one in the 
left parietofrontal area and one in the right parietotemporal area. These swell- 
ings were about the size of a small walnut, were only slightly tender and showed 
no increase in local heat. The overlying skin seemed to be attached. There were 
no lesions on the genitalia or about the anus, and examination of the cervix with 
a speculum revealed a small laceration and erosion. No mucous patches were 
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The remainder of the physical examination and also the neurologic examina- 
| gave negative results. 
Dark field examination of material from the erosion of the cervix and of 
erial obtained by puncture of a cervical gland failed to reveal Spirochaeta 
pallida. The Kahn reaction of the blood was 3 plus. Roentgenograms of the 
skull were interpreted by Dr. H. Senturia, of the department of roentgenology, as 
follows: “There are several fairly well circumscribed areas of bone destruction, 
the largest of which lies in the right temporal bone and appears to involve all 
the tables of the skull. Three distinct areas of mottled decreased density are 
seen in the frontal bone, and at least one small one in the parietal bone adjacent 


Ma 


to the vertex of the skull.” 

Roentgenograms of the chest and the bones in other areas of the body were 
entirely normal. Urinalyses gave negative results, and blood counts were essen- 
tially normal. Repeated examinations of the urine for Bence Jones protein gave 





Fig. 1—Roentgenogram obtained on admission of the patient to the hospital, 
showing areas of decreased density in the right temporal, parietal and frontal 
bones of the skull. 


negative results. The blood calcium and phosphorus were normal. The appear- 
ance of the spinal fluid was grossly and microscopically normal. The protein 
content of the spinal fluid was not increased, and the Wassermann reaction was 
negative. 

The patient’s husband was found to have early syphilis with a penile chancre 
and a macular syphilid. The patient’s child, aged 3 years, gave a negative 
reaction to the Kahn test of the blood. 

Four days after admission to the hospital the patient was given 0.4 Gm. of 
arsphenamine. This was followed by a definite cutaneous Herxheimer reaction 
and by increased cephalalgia. She was then given 2 grains (0.13 Gm.) of bismuth sub- 
salicylate in olive oil and several days later 0.4 Gm. of arsphenamine. The rash faded 
within ten days, but the patient still had occasional headache. There seemed to be 
some decrease in the size of the cranial tumors, but this was difficult to evaluate in 
view of the history of spontaneous “coming and going” of the swellings. The 
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patient was transferred to the clinic for venereal diseases on August 24. She 
was then given intensive antisyphilitic therapy consisting of concomitant courses 
of neoarsphenamine and bismuth subsalicylate in olive oil and was followed at regular 
intervals. Frequent roentgenograms were taken of the skull. The areas of rare- 
faction gradually decreased. Examination on October 15 showed: 

lesions previously described are still faintly visible. Definite improvement js 
recorded.” At this time the patient had had a total of six injections of neoars- 
phenamine (0.6 Gm. each), two injections of arsphenamine (0.4 Gm. each) and 
eight injections of bismuth subsalicylate in olive oil (2 grains [0.13 Gm.] each). A 
follow-up roentgen study on May 8, 1938, was interpreted by Dr. Senturia as follows: 
“Re-examination of the skull shows that there has been complete calcification 
of the areas previously described. At this time the skull is essentially normal.” 
On physical examination no tumors could be detected. The patient no longer had 


headaches. 


Fé. 











Fig. 2.—A, roentgen evidence of improvement two months after institution of 


therapy. #8, roentgenogram showing complete calcification ten months after insti- 
tution of therapy. 


There can be no doubt about the diagnosis of early syphilis in this 
case. The patient had a typical macular rash and positive serologic 
changes. Furthermore, her husband was found to have early syphilis. 
Her Kahn reaction had been negative at the time of the birth of her child 


three years before the present illness, and the Kahn reaction of the 
child’s blood was negative. Finally, the Herxheimer reaction favors 
the diagnosis of early syphilis. The prompt response of the osseous 
lesions to antisyphilitic therapy and the fact that other possible causes 


of these disturbances of bone were investigated favor the diagnosis of 
syphilitic osteitis. 

We feel that osteolytic changes probably occur more frequently 
during the early stages of a syphilitic infection than is generally recog- 
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|.” The bones most often attacked are those of the skull (especially 

frontal bone), the tibia, the clavicle and the bones of the forearm. 

ith has been mentioned as a predisposing factor, though, of course, 
early syphilis usually occurs in young adults. Newman-and Saunders 
mentioned the osseous lesions of early congenital syphilis as analogous 
to those of early acquired syphilis and stressed the frequency of their 
occurrence in congenital syphilis. 

[he cardinal symptoms of osseous involvement are pain and tume- 
faction. The pain is of varying intensity, is fugitive and is definitely 
ageravated at night. Tender swellings are frequently palpable when 
the cranium is involved, but there is no reddening and little or no 
local heat. Localized headaches are characteristic. Occasionally decided 
mental symptoms have been reported, but in some instances few sub- 
jective symptoms are encountered. Spillmann '’ has called attention to 
the absence of any local glandular enlargement. Any adenopathy is 
said to be due only to the general infection. The symptoms usually 


last from four to six weeks, often disappearing spontaneously. 


SUMMARY AND CONCLUSION 
A case of osteitis occurring during the early stages of a syphilitic 
infection is reported. 
Osteitis in early syphilis probably would be recognized more fre- 
quently if routine roentgenograms were obtained, especially of patients 
complaining of headaches. 


823 Carew Tower. 


9. Another patient with osteitis and early syphilis has recently come under the 
observation of one of the authors (A. L. W.) and Dr. Earl A. Glicklich of the Cin- 


cinnati General Hospital. This patient, a 49 year old white woman, presented a 
papulosquamous syphilid, mucous patches, condylomata lata, and tenderness and 
tumefaction over the left ulna. The Kahn reaction of the blood was 3 plus; the 
Wassermann reaction of the spinal fluid was negative. Roentgenograms showed 
an area of bone destruction with overlying periostitis in the middle third of the left 
ulna. Complete healing of the mucocutaneous syphilid and of the osteitis and 
periostitis took place after five injections of bismuth subsalicylate in olive oil (1 cc 
each) and five injections of neoarsphenamine (0.45 Gm. each). This additional 
case seems to emphasize our conclusions in regard to the incidence of osteitis in 
early syphilis. 

10. Spillmann, L.: Syphilis osseuse (syphilis acquise), Paris, G. Steinheil, 
1909, 





SYPHILIS AND PUBLIC OPINION 
(SPIROCHAETA PALLIDA, HOMO SAPIENS AND MRS. GRUNDY) 


MERRILL MOORE, M.D. 
BOSTON 


It is not known who was the first European to contract syphilis, 
He might have been a poor sailor returning with Columbus from the 
West Indies. It is also possible that the first host to the new, or newly 
rejuvenated, spirochete was some unfortunate fellow living in the 
fifteenth century who had not even had the adventure of an exploring 
trip to America. But whether it is true or not that syphilis had a 
long history before the fifteenth century, it was certainly during this 
century that some persons here and there in Europe came to realize that 
the sores which had broken out on them differed from the other cuta- 
neous eruptions which had harassed mankind. Even if other persons 
had forms of syphilis before this, those of the fifteenth century were 
the first to realize that disease as separate and distinct from others. 
From that century on people were to be conscious of syphilis as a 
separate disease entity. 

When this difference was realized, the disease acquired some dis- 
tinguishing names, and the victims and their friends and_ neighbors 
naturally talked about the affliction with fear and dread and tried to 
explain why and how it had come about. This first reaction to the 
new disease was important. What these 
thought and felt constituted the first instance of public opinion toward 
syphilis, and for centuries afterward what people believed or said about 
syphilis was to be a leading factor in controlling the spread of the 
disease. So it was that when the church and state began to take notice 
of syphilis, their first statements began the definition of the official point 


victims and their friends 


of view toward the problem. 

Every disease, of course, and particularly every infectious one, has 
attitude, though with such comparatively simple condi- 
and mumps this attitude has not been complicated, nor 
Smallpox, which needed 


evoked a public 
tions as measles 
has it interfered much with medical treatment. 
vaccination for its control, produced its share of conflict in the public 


mind until the principle of vaccination had been widely accepted ; and 


From the Department of Diseases of the Nervous System of the Harvard 


Medical School and the Neurological Unit of the Boston City Hospital. 
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tuberculosis even more recently seemed to many persons a “shameful” 
disease, not to be talked about openly. But none of these diseases has 
caused anything like the conflict and emotional disturbance in the public 
mind that syphilis has caused; and it is because of this fact that the 
history of the public attitude toward syphilis makes almost as important 
a chapter in the history of the disease as does the simple account of 
its first appearance, its spread and the development of treatment. Public 
opinion, moreover, has not been constant; it shifted from century to 
century until it became in the nineteenth century perhaps the best ally 
that the disease could have. Yet the fact that this attitude changed sev- 
eral times before the nineteenth century and has been modified since that 
time gives hope that it may move further, toward a point of view that 
can help to bring about the almost complete disappearance of the disease. 

Men were not at first aware that syphilis was transmitted most 
frequently through sexual intercourse ; in fact, an evil conjunction of the 
stars was first held responsible for the sudden appearance of the disease 
in nearly every European country. One early writer, Lawrence Phrisius, 
for instance, computed the exact time of this conjunction to have been 
on an October 15, at 2 p. m., when Jupiter was scorched. Other early 
writers chose different moments, but all asserted that the almost simulta- 
neous appearance of the disease in such widely separated places could 
have been caused only by some sidereal phenomenon. Fracastorius, 
who was to give syphilis its name, preferred the astrologic interpretation 
to the Columbian one, for he could not see how a few sailors from the 
West Indies could spread the disease so widely in such a short time. 

But no one explanation could satisfy all scholars. Nicolaus 
Leonicenus, professor of medicine at Padua, Italy, found the cause of 
the epidemic to be a rainy season in Italy, followed by floods along 
the Rhine and the Po river; these floods, together with the extreme 
heat of the summer, served as the breeder of this new disease. This 
theory gained its adherents and took its place beside the astrologic theory 
and the Columbian. 

None of these first explanations attributed the disease to any sin 
of man. However, interpretations which considered syphilis a punish- 
ment from God on man did make their appearance soon after the dis- 
ease was generally recognized. Syphilis was discussed, for instance, 
at the Diet of Worms, which opened March 26, 1495. Here it was 
taken as a new sign of Divine Wrath directed against sinful humanity. 
The Emperor Maximilian (1459-1519) accepted this view and issued 
an edict which attributed syphilis to the misdeeds of men and women. 
Yet, in Maximilian’s eyes it was not because of man’s sexual sins that 
he was being so punished, but because of his indulgence in blasphemy! 
So was blasphemy, or worship of false gods, the reason (according to 
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Fracastorius) for Apollo’s first visitation of the illness, on an erring 
shepherd in Haiti. It was to be some time before syphilis was regarded 
universally as a specific punishment for sexual transgressions. 

However, as the people became more aware of the intimate con- 
nection between sexual intercourse and the spread of syphilis, a new 
attitude came into being. The man who had had syphilis had been some- 
thing of a rake, or at least many people came so to believe. He was 
not a little proud of his adventures. This was particularly the case with 
soldiers who had been campaigning. This note of bravado gradually 
appeared after the disease had lost some of its extreme virulence and 
people generally had become accustomed to its continued presence. The 
attitude was naturally not one to be adopted by the solid man of affairs, 
but it fitted the roisterer, the adventurer and the careless aristocrat. 
It adapted itself to the braggart military tradition. And while probably 
no one deliberately contracted the disease to show it off, still there was 
a time when men felt no reason for shame in having syphilis, and it 
made a good subject for a joke among those who had not been pro- 
miscuous enough themselves to have encountered it. The attitude fitted 
in with the moods of freedom and expansiveness in the renaissance and 
the Elizabethan age. Rabelais, for instance, dedicated the first book of 
Gargantua to the “most noble and illustrious drinkers” and to “you 
thrice precious pockified blades.” Cellini talked about his own attack 
and its cure, not without a bit of pride. Von Hutten wrote about the 
syphilis he had. The conversations in the plays of Shakespeare and 
his contemporaries include free references to the “pox” and its various 
marks, and these references were not confined to the lower orders or to 
exclusively masculine conversations. To the mind of the Elizabethan 
playgoer there was more of humor than of tragedy in the pox. Erasmus, 
even earlier, had said that in his day a man who did not have the pox was 
accounted a rustic and not a polished gentleman. 

Nevertheless, in some classes of society during the sixteenth and 
seventeenth centuries there was doubtless developing the attitude that 
syphilis was a punishment for sexual sin and therefore shameful, and 
with the coming to power of the merchant class in the eighteenth century 
and with the increasing strength of puritanism and bourgeois morality, 
this attitude was destined to become the dominant one. The attitude of 
fear and horror, which was the first reaction to syphilis, gave way to 
both an attitude of bravado and an attitude of shame once syphilis 
came to be regarded as a by-product of sexual prowess or promiscuity. 

Something can be told about the varying public attitudes toward 
syphilis from the names by which it has been called. When it was first 
recognized as a separate disease, the various nations of the Continent 
attributed the disease to neighboring countries: The French were to 





MOORE—SYPHILIS AND PUBLIC OPINION 839 


be heard calling syphilis the “Italian disease,” while the Italians insisted 
that it was the “French disease.” This in itself signifies nothing more 
than the wish to pass off something unpleasant as really a characteristic 
of aneighbor. “Pox” from the start has been the commonest colloquial 


term. 

If one searches through the New English (Oxford) Dictionary 
one can gain a rough notion of the public feeling toward syphilis in 
England by the terms used and the kind of writing in which the refer- 
ences occurred. The first references cited for the sixteenth century, 
for instance, called syphilis “pox,” or “French pox”: The Privy Purse 
Expenses of Elizabeth of York for the year 1503 include a payment 
to a surgeon for healing one of the servants in her retinue who had 
acquired “French pox.” Lord Herbert, in his “Life and Reign of 
Henry VIII,” published in 1529, mentioned “the foule and contagious 
Disease of the Great Pox.” Reginald Scot in “The Discoverie of Witch- 


SCIENTIFIC, OBJECTIVE 


Syphilis and public opinion since the time of Columbus. 


craft” (1584) mentioned syphilis under the name of French pox, while 
Edward Topsell in his “Historie of Serpents” (1608) referred to it as 
“the French or Spanish pox.” 

In the sixteenth and seventeenth centuries it was referred to even 
more frequently as the French disease, French marbles or French 
measles. There seems to have been a sort of ingenuity displayed in 
making up slighting names for the malady. Robert Greene in his 
“Disputation between hee conny-catcher and shee conny-catcher” (1592) 
preferred “French marbles”; the poet Sylvester in “Du Bartas” used 
the simple term “French disease,” while the dramatist Chapman in 
“The Widdowe’s Teares” (1612) mentioned salves for “the French 
measles.” John Cooke, in “Tu Quoque” (1614), employed the strongest 
term of abuse: “May the French cannibal eat into thy flesh and pick 
thy bones.” The Samuel Butler who wrote “Hudibras” (1664) used 
the most humorous terms in speaking of syphilis, first as “the amorous 
French aches” and again as “the French goods.” 
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The actual name syphilis, derived from Fracastorius’ poem (1530), 
came slowly into usage in England, and the examples of its use cited 
in the New English Dictionary were taken from medical works, whereas 
the majority of the references already cited came from popular literary 
works. The first example of the use of the word syphilis cited by that 
dictionary occurred in the early eighteenth century (1718), in the title 
of a medical work by J. F. Nicholson, “The Modern Syphilis: or the 
True Method of Curing Every Stage and Symptom of the Venereal 
Disease.” The succeeding illustrations throughout the eighteenth and 
the nineteenth century were likewise taken from medical works. 

Reference to the “pox” and to variants of the “French disease” 
continued in the eighteenth century in diminished number and then 
suddenly stopped. Byron was apparently the last to use such a term in 
poetry. Jonathan Swift in “Cassinus and Peter” (1731) mentioned the 
“great pox,” and John Arbuthnot in “John Bull” (1712) used “pox” asa 
transitive verb: “Jack persuaded Peg that all mankind besides himself 
were poxed by that scarlet-faced whore.” John Dryden in “The Medall” 
(1682) had used the word in similar fashion: “and the poxed Nation 
feels thee in their Brain.” The “Letter to Gentlemen and Ladies” 
written by Thomas Brown about 1709 used humorously the rarer term 
“Neapolitan disease,’ describing it also as the “Neapolitan consolation.” 
Byron’s mention of syphilis occurs in “Don Juan”: 


“T said the small pox has gone out of late; 


Perhaps it may be followed by the great.” 


Evidence such as this cannot be pressed too far. One can only note 
the free references to the disease in colloquial terms by such writers 
as Chapman, Dryden, Swift and others before the nineteenth century 
was well under way. The technical name syphilis, which came into use 
later, appears mainly in medical works. The hearty, vulgar phrases of 
the early centuries were then forced into the background, and the only 
reference possible in general writing was that of hiding syphilis under 
such a euphemism as “the social disease.” 

The books on sex education of the latter part of the nineteenth 
century are among the few sources of written evidence of the public 
attitude toward syphilis during that period. These books were written 
with the laudable purpose of giving young men (rarely young women) 
a better knowledge of sex and the dangers they might meet on the 
street and are the forerunners of the many popular books on sex of 
today. The nineteenth century tracts, however, were long on warning 
and short on specific information. The subject would have to be touched 
on in such books, if nowhere else; and what was said in them not only 
indicated the personal attitude toward syphilis held by the responsible 
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leaders of young men, but it helped in an important way to determine 
the attitude which the young men who read the books would carry 
through their lives. These documents, written by physicians of good 
standing and published under the auspices of the Y. M. C. A. and similar 
organizations, carried the seal of authority, and the young man reading 
such pamphlets in the secrecy of his room would have their message 
impressed on him deeply. 

Unfortunately for the development of a scientific point of view 
toward syphilis, the writers of this propaganda were interested solely 
in warning young men against sexual intercourse outside marriage and 
for this purpose there could be no more dramatic warning than the 
description of the horrors of the venereal diseases contracted in pro- 
miscuous intercourse. Syphilis was revealed as God’s punishment on 
fornicators. An example from a White Cross pamphlet entitled 
“Physical Reverence” will illustrate the method: 


One of the plainest lessons taught by Nature is that disobedience of each of 
her laws brings surely its own peculiar punishment. . . . There are certain 
dangers to which he who indulges in illicit intercourse is especially exposed. The 
first of these is a terrible disease known as syphilis. A man recently came to one 
of our public institutions, leading by the hand his wife, who was totally blind, 
barely able to distinguish light from darkness. She was a pale, wan, delicate 
looking woman, with her face, body, and extremities spotted by a reddish eruption 
and scarred by previous ulcerations. I found also that the disease had caused 
such an obstruction of the lower bowel, that the daily act, which to most persons 
is one of relief, was to her simple agony, and at times impossible. She dated all 
her troubles, blindness and all, to three years before, when she had given birth 
to a child apparently healthy, but which soon broke out with spots, and died after 
indescribable misery before it was a half year old. Her husband had been unfaith- 
ful, had acquired the disease, and had inoculated her, and hence all this suffering. 
Such is an illustration of what syphilis can do. 


Syphilis can do these things. But this method of admonition, which 
regards syphilis as God’s punishment for immorality, obviously does 
not help the medical treatment of the disease, nor does it aid in creating 
the kind of public opinion that can make widespread treatment possible. 
The punishment concept, however, was the dominant attitude of the 
Victorian age, and the writer of the pamphlet just quoted also cited 
sympathetically a much earlier writer who had said that syphilis “could 
not be regarded as an epidemic, but spreading over the world, was due 
to the vengeance of God, who wishes to punish fornication and adultery, 
which, though forbidden by law, are practised by men who live like 
wild beasts.” 

Such warning might well seem enough to frighteen any person 
away from intercourse out of bounds. It had two additional effects 
as well: It made the person who had read it afid then contracted syphilis 
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feel himself utterly damned, an outcast cursed by ultimate punishment 
for sin; it made the person who had read it and heeded its warning 
look on any person with syphilis as a hopeless sinner, a man who had 
done wrong beyond the possibility of cure. 

This single pamphlet is not unique. A similar tract entitled “The 
Triumph of Manhood” used syphilis for the same purpose of warning: 


The most horrible of all the diseases which the medical treatises enumerate are 
those which attended on licentiousness. . . . From the cliffs of Sinai comes 
the awful voice: “Behold, I set before you good and evil.” For the divinely 
given capacity to love may be to a man the loftiest blessing or the most tre- 
mendous curse. In it may he find his highest heaven or his deepest hell. 


The horror of the disease was emphasized with a moral turn: 


Nature often indulges in a horrible sarcasm when the very transgression 
which is peculiarly a secret sin, reveals itself on the open face, eating away the 
features in most ghastly deformity. 


Two sentences summed up the attitude of the nineteenth century 
to syphilis: 

If a man wants a through ticket to perdition, this is the way to get it. Our 
Maker will not tolerate indecency. 


Ibsen’s play “Ghosts” (1881) can be mentioned as the first impor- 
tant attempt to break through the nineteenth century conspiracy of 
silence and present the problem of syphilis publicly and nontechnically. 
It naturally aroused wide discussion and encountered stiff opposition. 
The play, however, is not primarily about syphilis, either as a personal 
or as a social problem; rather, it is concerned, as are so many other 
plays of Ibsen, with the results of hypocrisies sustained to preserve 
the facade of respectability. The disease is referred to definitely enough 
in its effects on the son of the family, kept in ignorance of his father’s 
missteps; but it is not mentioned specifically by name, at least in the 
English translations. And the problem is confined to the family imme- 
diately concerned. The play is a plea for honesty in human relations 
rather than for adequate medical care, intelligent public health laws 
and education concerning the nature of the tabooed danger, syphilis. 

Eugéne Brieux’s play “Damaged Goods” (1901), being directly con- 
cerned with syphilis as a social problem from a scientific point of view, 
marks more definitely the emergence of an objective attitude toward 
syphilis from the obscurantism of the nineteenth century. Four out- 
standing French syphilologists were godfathers to the play and provided 
Brieux with the material on which he built it. This play serves among 
other things to illustrate the fact that people outside the Anglo-Saxon 
tradition had acquired a prudishness where syphilis was concerned. One 
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was free to publish stories of adultery, but one could not mention 
syphilis, else Mrs. Grundy would cancel her subscription to the paper. 

Brieux attacked the modern psychologic problem of syphilis head 
on. His play begins with the newly infected man, a man of position, 
coming to the physician in anguish; and the author set off the struggle 
of the man between his desire for cure and his unwillingness to post- 
pone his marriage and risk the loss of financial and social advantage. 
When the man refuses the physician’s advice, he rationalizes his course 
of action and refuses to accept the social responsibility of his affliction. 
Society had made it difficult for him to do otherwise. The inevitable 
contamination of the innocent duly follows and is illustrated by the 
infection of his bride, while congenital syphilis is demonstrated by the 
illness of their child and the attendant infection of its nurse. 

In the conversation between the physician and his patient and that 
between the physician and the legislator, the problems of syphilis, 
prostitution and public health regulation are analyzed. The audience 
is given a well rounded presentation of syphilis as a hard fact and a 
social problem. Through all the twistings and turnings of the trapped 
family the audience is made to feel the pressure of misinformed and 
hypocritical public opinion, which has made these persons act as they do, 
the public opinion which has demanded, in the words of George Bernard 
Shaw’s preface, that “not only must not the improper be mentioned, 
but the evil must not be remedied, because it is a just retribution and 
a wholesome deterrent.” The villain of the play is indeed this imper- 
sonal public opinion which has made the infected characters tragic and 
cruel puppets. The hero of the play, it is significant to note, is no lay 
moralist but is instead the physician, “a modern, most human scientist, 
fighting against hypocrisy and ignorance and stupidity and selfishness.” 
And this physician stands as a historical symbol of the beginning of 
an intelligent attack on the disease and the public opinion which 
protects it. 

The first presentation of “Damaged Goods” before an American 
audience is by itself a separate chapter in the history of syphilis and 
public opinion. Richard Bennett undertook it in 1913, not as one more 
play but as the major enterprise of his whole career. He was almost 
beaten at first by the hostility of censor-managers, and by the fear of 
actors who “as fast as he gathered them, just as fast did they stray from 
the fold when their friends began to tell them that every actor who 
took part in the production would be ostracized from polite society.” * 
When he had succeeded in getting a company together, he found it 
necessary to present the play first under the auspices of the Medical 
Review of Reviews, and persons who wished to see the play bought 


1. From an unsigned scrap of newspaper comment, probably an editorial or 
review. 
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special memberships in a fund society instead of simply purchasing 
tickets of admittance. These difficulties all marked the tremendous 
strength of accepted opinion, and Bennett was charged with “pandering 
for a profit” and “seeking cheap notoriety through a filthy play.” Yet 
the remarkable and serious public response which he aroused marked 
just as surely the emergence of a public eager to face a social problem 
squarely and objectively. The play had a long run in New York and 
toured the important cities of the country, besides bearing fruit in 
several state laws for the protection of public health. Through feature 
articles and discussions in the press based on the play, an even wider 
public was reached. Syphilis even began to be mentioned again, though 
rarely, in the public press. 

In the twenty odd years since the American production of “Damaged 
Goods,” public opinion could not help changing in some degree. The 
old hostility remains, though perhaps with decreased vigor, and it may 
be that the percentage of the public which would welcome more knowl- 
edge has increased considerably. Certainly a period which has broken 
down inhibitions and prided itself on downrightness in all matters sexual 
could not think any longer of syphilis as “the most unmentionable of all 
subjects’—or have any other sexual subject to offer for that honor. 
Nevertheless, Dr. Thomas Parran, Surgeon General of the United States 
Public Health Service, recently was barred from the radio when he 
wished to give a talk on syphilis in a series of general health talks. 
The newspapers and magazines, on the other hand, have since come to 
lose some of their fear and boldly print the word and write about it. 
The New York Times has come to use the word in headlines, and Time 
has written as freely of syphilis as of infantile paralysis. Educational 
societies, such as the Massachusetts Society for Social Hygiene, have 
assisted in developing in the public mind an objective attitude toward 
syphilis. Most recent of all, Dr. Parran’s excellent article “Why 
Don’t We Stamp Out Syphilis?” was selected for inclusion in the 
widely read Reader’s Digest. The enemy that he attacked in this article 
is the same prudish public opinion that has outlived the age that gave 
it birth. He said: 

We might virtually stamp out this disease were we not hampered by the wide- 
spread belief that nice people don’t talk about syphilis, that nice people don’t have 
syphilis, and that nice people shouldn’t do anything about those who do have 
syphilis. 

But there may be great hope in the fact that many people now shun 
talk of syphilis out of “niceness.” To their grandfathers it would 
have been a matter not of “niceness” but of righteousness. “Niceness” 
will have a harder time sustaining itself when presented with objective 


fact. 
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Further triumphs in the onward surge of public interest now active 
where the control of syphilis is concerned are the enormous interest in 
legislatures as well as in the press and active programs for the study 
and treatment of the disease now being set up by civic and law-making 
bodies. The interest in Congress is no less today than that among the 
readers of The Ladies’ Home Journal (where the problem has been 
excellently presented) or of The Boston Evening Transcript. Mrs. 
Grundy is slowly being convinced. 


384 Commonwealth Avenue. 





ALLERGIC DERMATITIS SIMULATING 
LYMPHOBLASTOMA 


A. BENSON CANNON, M.D. 


NEW YORK 


Some years ago a woman consulted me on behalf of her husband, 
who was suffering from an obstinate eruption of many years’ stand- 
ing. The man had been to innumerable physicians and _ hospitals, 
receiving a different diagnosis from almost every physician and sub- 
mitting to therapeutic measures of all descriptions. The condition had 
finally been diagnosed as mycosis fungoides. The clinical diagnosis 
had just been confirmed histologically by a prominent pathologist, and 
although the patient had not been told, his wife had been given to 
understand that the prognosis was hopeless. 


When I examined the man I was not at all convinced that the 
disease was mycosis fungoides. In the light of a number of similar 
eruptions which I had seen at intervals over many years, I made a 
tentative diagnosis of allergic dermatitis, probably on an environmental 
basis, and advised the patient’s removal to different surroundings. 


My first observation of a similar type of disease dates back to 
January 1916. About that time I saw a patient, a Jew some 60 years 
old, who for about fourteen years had had recurrent attacks of an 
intensely pruritic exudative dermatitis, ending in lichenification and 
pigmentation. When he came under my observation his skin showed 
bronze discoloration and leathery thickening, with follicular papules 
and plaques varying in size from that of a pea to that of a dime, and 
with enlarged superficial glands, particularly in the groins. He died 
two years later, but the autopsy disclosed nothing which could account 
for the cutaneous disease. 


Since that time I have observed from 75 to 80 cases of a similar 
clinical picture and a more or less identical course. Usually the trouble 
began with an insignificant local dermatitis, which remained localized 
for a few weeks—in 1 case as long as six years—and then became 
generalized. Often the primary dermatitis was on the exposed parts: 
backs of the hands, forearms, ankles, face, neck, shoulders or chest. 


From the Department of Dermatology of the Vanderbilt Clinic and the College 
of Physicians and Surgeons, Columbia University. 

Read at the Sixty-First Annual Meeting of the American Dermatological 
Association, Inc., Del Monte, Calif., June 10, 1938. 
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(he itching was pronounced and was sometimes preceded or followed 
by the formation of papules the size of a small pea or eczematized 
patches which exuded serum after being scratched. These in turn 
crusted and then became scaly and finally formed nodules and plaques. 
The eruption gradually spread and became generalized, sometimes over 
night. The skin thickened and became deep brown or bluish brown. 
\ll the superficial glands, particularly those in the inguinal region, 
became enlarged. The most pronounced symptom seemed to be itch- 
ing, which often interfered with the patient’s sleep and resulted in 
loss of weight. While the acute onset of the disease was strikingly 
similar to that of contact dermatitis, the various stages resembled in 
turn psoriasis, exfoliative dermatitis, dermatitis herpetiformis, pityriasis 
rubra (Hebra), mycosis fungoides, leukaemia cutis and Hodgkin’s dis- 
ease. 

The more I saw of this condition, the more firmly I was convinced 
that if a sufficient number of cases could be followed consistently over 
a long period and studies could be made, comprising not only the usual 
clinical and laboratory tests but an investigation of the patient’s environ- 
ment and antecedents, the cause of the disease could in all probability 
be traced to definite irritants or allergens, at least in a large number 
of cases; and that in only a small proportion of them would any evi- 
dence of true malignancy present itself. 


Of the many patients with this type of disease whom I have seen 
in the past twenty-two years, I have been able to observe 8 closely 
enough to present the details of their histories. 


REPORT OF CASES 


Case 1.—A Russian-Jewish upholsterer aged 39 first consulted me on May 15, 
1929, complaining of a generalized itching eruption of one and one-half years’ 
duration. The family history and the patient’s personal history were irrelevant. 
The current illness had begun twenty months before, when the patient had been 
painting furniture. The itching began on the wrists, backs of the hands and arms 
as tiny weeping red spots, which gradually spread over the entire body. 

The disease had been diagnosed variously by different physicians as pityriasis 
(Hebra), generalized exfoliative dermatitis, mycosis fungoides, leukaemia cutis, 
arsphenamine dermatitis and allergic dermatitis. 

Examination of the patient’s skin showed an almost uniform brownish blue dis- 
coloration, with decided thickening and fine branlike desquamation. Scattered 
here and there were numerous scaly nodules varying in size from that of a pea 
to that of a bean as well as dime-sized and slightly larger plaques, arranged for 
the most part along the lines of cleavage. The genitals were normal. 

The general physical examination gave essentially negative results. It showed 
a strong, robust, healthy man, apparently not ill but exhibiting much distress 
from itching. 
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The patient had seventy cutaneous tests, all of which gave negative results. 
They were not entirely satisfactory, however, because of the difficulty of reading 
on dark skin and because there was no normal skin to test. 

Biopsy of the skin showed chronic dermatitis; biopsy of a gland from the neck. 
simple inflammation. 

The patient received six intravenous injections of an arsenical preparation 
and roentgen therapy. After the last injection his temperature rose to 103 F.: 
his skin became bright red, swollen and moist, and the swelling became more 
noticeable around the extremities and face. He also received three intramuscular 
injections of electrargol (an electric colloidal silver preparation), after which his 
skin took on a dark brownish blue color, which has persisted ever since. He next 
received fifteen injections of sodium thiosulfate, and his condition improved greatly. 
The old skin and nails peeled off. 

When the eruption reappeared the patient consulted Dr. P. Unna, of Hamburg, 
Germany, under whose care he remained for six months in a hospital. His skin 
was painted daily with benzene, and he was given medication by mouth after 
each meal. His skin desquamated and became normal in appearance, except 
for the discoloration. On his return to America the eruption recurred. He was 
treated in four different hospitals, the eruption clearing up each time in almost 
miraculous fashion but breaking out again shortly after he left the hospital. For 
four months while he was in the Berkshire Mountains he was free from symptoms, 
but he had a severe attack at the end of that time. 

He received in all forty exposures to roentgen rays, numerous “light treat- 
ments” and about one hundred and fifty injections of sodium thiosulfate, calcium 
and dextrose. The quickest and most satisfactory improvement he ever noted was 
at Hot Springs, Ark., where he took baths and exposed his body to the sun. 


The patient was last admitted to the hospital in 1936. His condition cleared 
after six weeks of fever box therapy, soothing baths and olive oil rubs. <A few 
weeks after his discharge his skin was as bad as ever. He was then sent to 
Hot Springs, N. M., where he began to improve immediately with sun baths, 
mineral baths and olive oil rubs. In about five weeks he was free from symptoms, 
and he has remained well for the past fifteen months. 


CAsE 2.—A Russian Jewess aged 49 was admitted to the hospital on March 29, 
1932, when a diagnosis of mycosis fungoides was made. The personal, family and 
marital histories were noncontributory. There was no history of allergy in the 
family. The onset of the illness followed immediately after the patient had used 
“clorox” for cleaning purposes. It began as a sudden itching of the ears, which 
was followed by redness, swelling and oozing. Almost immediately the itching 
became generalized and was followed by an eruption of the same type as that 
on the ears. The itching increased in severity, became paroxysmal and was 
sometimes accompanied with a burning and stinging sensation so severe as to 
require the administration of opiates for relief. After a few weeks the skin 
became scaly, thickened and brownish red. Red macular scaly spots appeared 
on the skin and were followed later by pea-sized lichenified papules and scaly 
bean-sized nodules. The lymph glands, particularly those in the groins, became 
enlarged. Shortly after the onset of the eruption, the patient began to have severe, 
almost constant attacks of asthma, which were at times almost as distressing as 
the itching. The skin on the face, cheeks and forehead was red and thickened 
and lay in folds. In four months the patient’s weight dropped from 150 to 124 
pounds (68 to 56 Kg.), mainly, she felt, as a result of loss of sleep. On going 
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to the Berkshire Mountains she found that both the condition of the skin and the 
asthma disappeared, and she remained well until she returned to town three months 


later. The severe attacks of itching and asthma then recurred, and distressing 
oughing spells developed. Her condition grew progressively worse. 

Physical examination showed her to be well nourished, well developed and 
healthy, not acutely ill, but constantly scratching and always short of breath or 
wheezing. The skin of her entire body was thickened, brownish red and studded 
with papules, nodules and plaques covered with dry scales. Her face and hands 
were swollen, red and oozing. All the superficial lymph glands were enlarged, 
that in the left groin being the size of an English walnut and freely movable but 
not particularly tender. There was decided dermographism. The lungs were 
emphysematous, and many moist and coarse rales were heard over the chest. 
Expiration was prolonged. 

Tests for allergy showed positive reactions to duck feathers, dust and tobacco, 
and she was found to be highly sensitive to tars, applications of solution of coal 
tar or juniper tar producing violent attacks of asthma or cutaneous lesions. Her 
condition had been diagnosed by various physicians at different times as allergic 
eczema, mycosis fungoides and allergic dermatitis. Biopsy of a nodule revealed 
granuloma: either mycosis fungoides or leukaemia cutis. Histologic study of the 
same tissue at another institution showed only a simple inflammatory condition. 

The patient was again in a hospital for five and one-half months. Treatment 
consisted of injections of calcium thiosulfate, generalized irradiation from a carbon 
arc lamp, juniper tar medication, intravenous injections of typhoid vaccine, high 
caloric diet plus administration of liver extract and cod liver oil and three blood 
transfusions of 500 cc. each. The patient gained 21 pounds (9.5 Kg.) and was 
discharged as cured. 

After four months at home she began to have attacks of asthma and general- 
ized dermatitis so severe that she was forced to reenter the hospital. She received 
the same type of treatment as on the previous occasion, but only one blood trans- 
fusion. At the end of three months she was again discharged as cured. 

During the past two years I have treated her at infrequent intervals for attacks 
of excoriated papules, usually occurring in crops of two or three dozen. For 
more than a year she has been comparatively free from asthma and eruptions, 
with the exception of a few intensely pruritic urticaria-like papules which have 
appeared on the skin from time to time. The condition is worse during the 
asthmatic attacks. The asthma has improved. She has taken liver extract and 
viosterol constantly for the past year and exposes her skin to generalized ultra- 
violet irradiation every two or three weeks. At various times during the past 
five years she has received injections of duck feathers, dust and tobacco—allergens 
to which she had previously shown a positive reaction—but no improvement has 
ever been noted from this treatment. About six weeks ago she was given some 
medicine by mouth for a cough. Ten minutes after the taking of 1 teaspoonful 
(about 4 cc.) generalized urticaria occurred. During the past two years the left arm 
and the legs have been the only parts involved by the eruption, although occasion- 
ally the rest of the body has itched. 


CAsE 3.—A Jew aged 28 was admitted to the City Hospital on Oct. 29, 1935, 
complaining of an intensely itching generalized eruption of sixteen months’ duration. 
His personal, marital and family histories were irrelevant. There was no history 
of asthma or hay fever. The trouble had begun with a severe urticaria lasting 
fourteen days. Two weeks later an eruption of itching pinhead-sized red papules 
appeared on the left shoulder. These papules increased in size and number until 
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within two weeks the entire body was covered with dime-sized raised scaly lesions 
which seemed to itch more and become more elevated at night. The itching came 
in waves, like electric shocks, and was almost intolerable. He was forced to stop 
work two months after the onset. The acute attacks appeared at irregular inter- 
vals, a few days to a few weeks, and were always preceded by itching, which 
became more intense the more violently the patient scratched. Pea-sized urticaria 
like papules and large elevated red plaques formed and oozed for several hours, 
then became crusted and finally scaled. The skin over the entire surface of the 
body became greatly thickened, and the patient’s weight decreased from 170 to 135 
pounds (77 to 61 Kg.), probably as a result of lack of sleep. He had no relief 
from any treatment, although he enjoyed short periods of comparative freedom 
from itching. His tonsils were removed two weeks before admission to the 
hospital but so far there had been no improvement in the condition of his skin. 

Examination showed him to be healthy looking, muscular and well developed. 
His skin was thickened and brownish red and showed discrete and confluent 
nodules and plaques, mainly along the lines of cleavage and most marked on the 
extensor surfaces. The lesions varied in size from that of a pea to that of a dime 
and were covered with scales of a dirty gray. The superficial glands were enlarged. 
The entire skin showed fine gray scales and marked dermographism. The mucous 
membranes and teeth were in good condition. The scalp was mostly bald on top 
and free of lesions. 

During the past four years of the patient’s illness he had been examined by 
various physicians and in various hospitals, and his condition diagnosed twice each 
as psoriasis, generalized dermatitis and allergic eczema and once each as acute 
eczema, simple eczema and pityriasis rubra. 

The patient was first given fever therapy every day, the temperature varying 
from 102 to 104 F. This treatment, combined with soothing oatmeal baths and 
olive oil rubs, brought about remarkable relief from itching and a gradual clearing 
of the skin. On May 7, 1936, a septic type of temperature curve appeared, 
varying between 100 and 105 F. during the next ten days. After a few days of 
fever there appeared on the left calf red infiltrated masses, which suppurated and 
discharged a great deal of pus. Similar lesions developed on the left thigh 
and in the left inguinal lymph glands. Six abscesses in ali were opened and 
drained. Streptococcus haemolyticus was obtained from the pus. Tie patient 
was acutely ill, and his weight fell to 95 pounds (43 Kg.). When his normal 
temperature finally returned his skin had cleared entirely, and it remained well 
for four months. The dermatitis then began to recur, with first itching, then 
formation of papules, oozing, crusting and lichenification and finally formation 
of nodules. In February 1937 the patient was sent to New Mexico, where he 
was given sun baths, hot mineral baths and applications of olive oil. The itching 
disappeared entirely within one week after his arrival; the skin became normal 
after about six weeks and has remained so ever since. He has gained weight, 
feels in perfect health and has been engaged in business there for over a year. 


Case 4.—A Jew aged 41 consulted me on July 27, 1937, because of an intensely 
itching generalized papular eruption of ten months’ duration. It appez<ed first 
on the chest and the flexor surfaces of the forearms and was diagnosed as lichen 
planus. Neither roentgen therapy nor the application of salves gave any relief. 
The patient was sent on an eighteen day trip, but returned in much worse 
condition, the skin of the entire body now being involved. He was sent to a hos- 
pital, from which he was discharged three weeks later, practically cured. Within 
a few hours after his discharge he had a violent attack of itching, followed by a 
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veneralized eruption of oozing papules and plaques. The lesions became nodular 
and scaly. Violent attacks of itching recurred, producing a wavelike creeping 
sensation, The diagnosis was changed to mycosis fungoides; this was confirmed 
by biopsy. ‘The patient was readmitted to the hospital for three months, during 
which time he received thirty-six roentgen treatments, without showing any 
improvement. He was then admitted to a third hospital, where he was treated 
by local soothing applications and rest in bed. His condition improved rapidly. 
On his discharge from this hospital, four weeks later, his skin was virtually clear, 
but within a week the severe itching and eruption recurred. A second diagnosis 
of mycosis fungoides was now made and confirmed by several well known derma- 
tologists. The patient was given sulfanilamide, tablets containing vitamins A, B 
and C and eight injections of chaulmoogra oil, with no improvement. 

When I saw him physical examination showed him to be well developed, of 
wiry build and apparently uncomfortable from itching. The skin was much thick- 
ened and showed numerous pea-sized blood-crusted papules, some red and oozing. 
There were moderate numbers of plaques the size of a nickel and scaly nodules. 
The lymph glands in the groin were the size of an almond and were not especially 
tender to the touch. There was decided dermographism. 

The patient was told that he probably did not have mycosis fungoides and 
was advised to visit Hot Springs, N. M. Within a week after his arrival both 
the itching and the eruption had improved. Four months later he went to Tucson, 
Ariz. Within a week he had an attack of itching, and hivelike papules formed, 
oozed and became scaly. They disappeared in a short time, except for a few 
lesions around the umbilicus and genitalia, which were controlled by local applica- 
tions. The patient then moved to Los Angeles. There he had another attack, 
less severe than the previous ones, however, and lasting only a few days. Since 


then he has gained 15 pounds (6.8 Kg.) and feels in excellent health. The lesions 
on the umbilicus and genitals have never entirely healed, but the pruritus has 
been kept under control by local applications. 


Case 5.—An American Gentile office worker, married, aged 30, consulted me 
on Aug. 7, 1935, complaining of intensely itching eczema on the dorsa of the feet, 
sides of the ankles and lower third of each leg, which had existed almost con- 
tinuously for the past eleven years. It had originally been diagnosed as ring- 
worm. Five years earlier the condition had been generalized for two months, and 
on disappearing had left some red itching papules; after this, lumps had appeared 
from time to time on the skin, especially at the sites of pressure—for example, 
underneath the belt and hatband. He had noticed that after he wore riding boots 
his lower limbs first itched severely and then became covered by a red exudative 
dermatitis. He had been given extensive roentgen therapy, irradiation from the 
air-cooled quartz mercury vapor arc lamp and injections of various kinds and 
had used many lotions and salves without having secured more than temporary 
relief. Aside from the eruption, the personal history was irrelevant. There was 
no history of asthma, hay fever or hives in the family. 

The patient was apparently in excellent physical condition except that the skin 
on the dorsa of the feet, the sides of the ankles and the lower part of each leg was 
red or brownish red, excoriated, thickened, leathery and finely scaling. There was 
no evidence of the disease between the toes or on the soles. There was marked 
dermographism. 

Tests with food and with all local irritants were made. The patient’s skin 
reacted violently to patch tests with adhesive plaster, tincture of benzoin, synol soap, 
ephedrine sulfate and chrysarobin; moderately to scratch tests with cocklebur and 
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sunflower, and slightly to scratch tests with timothy and ragweed. The use of 
liquid synol soap brought on a violent attack of itching and generalized dermatitis, 
similar to previous attacks, as did also the use of adhesive plaster applied 
to one leg and the use of compound tincture of benzoin. The condition was diag- 
nosed as contact dermatitis. 

The patient’s skin cleared completely under treatment with generalized irradia- 
tion from the carbon arc lamp, injections of calcium thiosulfate and one application 
of Unna’s gelatin paste (zinc glycerogelatin). The next five months were spent 
in the country in upstate New York, and improvement was maintained throughout 
this time. On returning to the city and resuming his rather uncongenial office 
work, the patient again suffered attacks of the earlier generalized dermatitis on 
the dorsa of the feet and legs, followed by mild attacks of a similar character 
on the face, neck and abdomen. His skin finally cleared entirely, and he moved 
to a City in an adjoining state. There he remained perfectly well from July 1936 
until January 1937. At that time severe itching began, followed by an eruption 
on the arms, legs and face accompanied with redness, swelling, oozing, crusting, 
lichenification, pigmentation and finally the formation of nodules and infiltrated 
plaques. The itching was so intolerable as to cause the patient to have crying spells 
and severe emotional disturbances and to become prostrated. He was admitted 
to a New York hospital, where in about twelve days his skin became almost 
clear and he was comfortable enough to be discharged. He then spent two weeks 
in Bermuda taking sun and sea baths and returned to New York in the best of 
spirits and general health, his skin tanned and entirely normal. Shortly after his 
return to his former home and occupation severe exudative dermatitis again broke 
out as badly as before, accompanied with considerable swelling and severe itching. 
He was sent to a hospital in Boston, where he was given a thorough examination 
for possible cutaneous diabetes. 

All examinations and tests gave essentially normal results, except that the 
sugar content of the skin was found to be slightly above the average normal. 
The patient was put on a restricted diet containing 150 Gm. per day of carbo- 
hydrates and 120 Gm. per day of protein and fat. This was to have been followed 
with insulin treatment a little later, but the plan was interrupted by the appearance 
of a generalized pustular rash, chills and a temperature of 102.2 F. The pustules 
from the first attack had not yet disappeared when he had a second and a third 
attack. Hemolytic staphylococci and hemolytic streptococci were cultured from 
the pustules; blood cultures were negative. The condition gradually cleared, and 
the skin returned almost to normal. The patient was then sent to a warmer 
climate, and his last report states that his skin has improved immensely. 


Case 6.—An Austrian Jewess aged 46 was admitted to the hospital on June 3, 
1928, with a generalized eruption and itching of two and one-half years’ duration. 
Except for typhoid fever twenty-five years before, the personal history was unim- 
portant. The family history was irrelevant. The eruption had begun on the 
neck, ears and chest as a red, swollen and “weeping” condition following the use 
of a hair dye. Her physician prescribed “drops” and an ointment for local use. 
The eruption gradually became generalized and was accompanied with intense 
itching and scaling. As the swelling subsided, she noticed that her skin had 
taken on a deep bluish brown, which she believed to be due to the drops. Shortly 
after the onset of the eruption on her face asthma developed ; this became especially 
severe when she suffered acute flare-ups of the eruption. Areas of the skin 
which she scratched became swollen and oozed; pea-sized to bean-sized scaly 
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les as well as plaques ranging in size from that of a dime to that of a 25 cent 


appeared, arranged for the most part along the lines of cleavage of the skin. 
skin became uniformly thickened, and all the superficial lymph glands were 
derately enlarged. The lesions were most marked on the extensor surfaces. 


. 


il 


Qn areas where the skin was rubbed numerous discrete follicular lichenified 

















Fig. 1 (case 6).—Acute and subacute stages of dermatitis. 


papules the size of a pinhead developed, giving the appearance of exaggerated 
goose flesh. Itching came in waves and was at times almost unbearable. 
[’xamination showed the patient to be well nourished and well developed and 
apparently not very ill. She scratched constantly. Her skin was brownish red 
with many discrete pea-sized to bean-sized scaly nodules, chiefly on the trunk. 
Her lymph glands were enlarged, those in the groin being the size of an almond 
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but not tender. The skin of the entire face, ears and neck, especially around thy 
eyes, was swollen, thickened and in folds. Marked dermographism was present, 

The condition had been diagnosed as dermatitis due to hair dye, exfoliative 
dermatitis and mycosis fungoides. Histologic examination showed only dermatitis. 

For treatment the patient received generalized irradiation from the air-cooled 
quartz mercury vapor arc lamp, applications of juniper tar, calcium injections 
and intravenous injections of typhoid vaccine. Great improvement was noted in 








" . | 


Fig. 2 (case 6).—Dermatitis with great thickening, papules, nodules and plaques, 
symptoms suggesting the premycotic stage of mycosis fungoides. 


the appearance of the skin and in the asthmatic attacks. However, during her 


stay in the hospital she had several outbreaks of itching, with the formation of 


red oozing papular nodules and plaques, ending in exfoliation. The patient was 
readmitted to the hospital on several occasions, each time leaving with the skin 
clear and returning after a few weeks or months in practically the same condition 
as before. 

She died of lobar pneumonia and cardiac insufficiency on Novy. 13, 1930. Autopsy 


was not performed. 
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\se 7—A Rumanian Jew aged 53 consulted me on June 5, 1935, on account 
in intensely itching generalized eruption of six months’ duration. The past 
a family histories were irrelevant. There was no history of allergy in the 
family. The eruption had begun with itching on the shoulders and scapular region 
al the development of red oozing areas on the glans penis. Small red papules 
appeared on the shoulders; these oozed when scratched and became crusted. The 
‘tching and eruption spread so rapidly that within two months at least two thirds 
the body was involved. The patient usually experienced first an itching, burning 
ensation which caused him to scratch; the scratching, in turn, brought out red 
papules and plaques, which sometimes oozed for several hours and later became 
crusted, nodular or scaly. Within a few months the entire skin was greatly 
thickened and pigmented, and the inguinal glands were enlarged. Attacks of 
itching would begin without warning, last anywhere from a few minutes to several 
hours and be so violent as to leave the patient exhausted. He complained that 
he had not had a good night's sleep since the onset of the condition. 

Examination showed him to be well developed, well nourished, of muscular 
huild and apparently not ill but constantly scratching. The skin was thickened 
and reddish brown, with numerous pea-sized excoriations, some oozing and others 
hlood crusted. Many pea-sized and bean-sized nodules were present, as well as 
plaques varying in size from that of a dime to that of a 25 cent piece. Some 
oozed and others were scaly. The latter lesions were chiefly on the trunk and 
extensor surfaces and arranged along the normal lines of cleavage of the skin. 
lhe lymph glands in the groins were enlarged to the size of an almond but were 
not tender. 

Biopsy showed only dermatitis. 

For treatment the patient was given generalized irradiation from the carbon 
are lamp, calcium thiosulfate injections, sodium thiosulfate by mouth and typhoid 
vaccine intravenously. All suspected sources of irritation were removed. His 
skin eventually became normal; he gained weight and returned to his work, remain- 
ing free from all cutaneous discomfort for one year. 

In October 1937 he returned, with a violent outbreak over the entire surface 
of the skin, papular lesions being grouped in circinate and gyrate arrangement. 
Pea-sized to palm-sized papules and plaques, many of which were excoriated and 
oozing, chiefly involved the extensor surfaces and had in many respects the 
appearance of dermatitis herpetiformis. The patient said this last outbreak fol- 
lowed the use of mazon! soap and mazon ointment the week before. Patch tests 
with these substances elicited strongly positive reactions. The skin also reacted 
to mercury bichloride, crude coal tar, house dust, pyrethrum, naftalan? and the 
black and white-striped suit the patient had been wearing. The dermatitis caused 
by the mazon soap and ointment and by the crude coal tar were identical with 
that which 1e had suffered previously, when he had not been in contact with these 
substances, 


Case 8.—A Russian Jew aged 42 was first admitted to the hospital on Nov. 9, 
1927, with a generalized itching eruption of six years’ duration. The personal 
and family histories were irrelevant, except that the father had had asthma. The 


1. Mazon is said by the maufacturer to be a combination of phenolic substances 


and an organic mercury compound in a greaseless base. 


2. Naftalan is a proprietary ointment said to contain about 3 per cent of hard 
soap in petrolatum, 
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patient’s eruption had begun with severe itching papules over the left shoulder 
and spread slowly over the entire body. It seemed to come in definite cycles, each 
cycle beginning with a paroxysm of intense itching, followed immediately by the 
formation of elevated papules and plaques, by oozing, crusting and uniform thicken- 
ing and by the formation of nodules and scales. The skin became dark brown, 
shading to blue or slate. All the superficial lymph glands were enlarged, the right 
submaxillary gland being as large as an English walnut. The skin on his face 
had remained clear for a year after the first attack, but then broke out with redness, 











‘ 





Fig. 3 (case 7).—Dermatitis with erythema multiforme-like lesions and papules 


so arranged as to suggest the diagnosis of dermatitis herpetiformis. 


vesiculation, oozing and crusting, accompanied with severe burning, stinging and 
itching. 

During the first year he was treated with Asiatic (arsenic) pills, solution of 
potass'um arsenite and local antipruritic remedies. A severe vesicular and bullous 


eruption was apparently caused by the arsenic content of the pills. He was admitted 


to the hospital, where a diagnosis of dermatitis herpetiformis was made. He 
was again treated with arsenic, which produced cornified warts on the palms and 


soles. In a second hospital he was given forty treatments with roentgen rays, 
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addition to injections of milk. He was then transferred to a third hospital, 
re he was given injections of calcium, and iodine by mouth and a dusting 
vder was used on his skin. Later, at a hospital in Ann Arbor, Mich., his 


W 
pe 
condition was diagnosed as pityriasis rubra (Hebra), a diagnosis which was later 
changed to leukaemia cutis. While in Ann Arbor he received more roentgen 
therapy, potassium permanganate baths and intravenous injections of mercurochrome 
and typhoid vaccine. His toe nails and finger nails were removed, as were his 
tonsils. His skin gradually cleared and became normal in appearance except 
for pigmentation. At the next hospital which he entered, a diagnosis of a blood 
disease was made. There he received starch baths and injections of calcium. At 
still another hospital his trouble was diagnosed as dermatitis herpetiformis, and 
he was anointed with white petrolatum. Since the onset of his disease the patient 
has spent most of his time in hospitals. Immediately after his improvement and 
discharge from a hospital he would suffer another outbreak of the eruption which 
would necessitate hospitalization. 

Examination of this patient on his first admission to a hospital showed him to 
be well developed and well nourished, of stocky build and apparently strong and 
healthy. His skin was uniformly brownish blue and greatly thickened and showed 
numerous scaly nodules ranging in size from that of a pea to that of a hazelnut 
and plaques the size of a dime. The lesions were mainly along the lines of 
cleavage, the extensor surfaces being markedly involved. The inner aspects and 
backs of the thighs were thickly studded with lichenified foilicular papules the 
size of a millet or a pea, which had both the appearance and the feel of a partially 
ripe blackberry. All the superficial lymph glands were enlarged, those in the 
groin being the size of an almond. Physical examination gave otherwise essentially 
negative results. 

Biopsy of the skin showed dermatitis; biopsy of a lymph gland showed simple 
inflammation. 

The patient was treated at many hospitals in New York as well as elsewhere; 
he visited Hot Springs, Ark., Arizona and New Mexico several times. Each time 
his itching ceased, and his skin became entirely clear and remained so for the 
duration of his stay, only to become worse as soon as he returned home. At one 
time he resumed his occupation of watch maker in a Connecticut town and 
remained perfectly well, but as soon as he was transferred to New York in the 
same line of work, he had a severe attack. During his last stay in the hospital it 
was noticed that his attacks of dermatitis occurred every two weeks, each out- 
break corresponding with the time the beds were disinfected. Within a few 
minutes after entering the sprayed bed the patient would notice severe itching, 
which became increasingly violent through the night. When the pyrethrum spray 
was not used to disinfect the bed his skin rapidly improved. Patch tests with the 
spray gave a decided reaction. 

At present the patient is in El Paso, Texas, where he has been for the past 
eighteen months. During his first four months there he took sun baths and thermal 
mineral baths. His improvement was immediate and pronounced. He reports 
that he is now in perfect health and free from all evidence of his former disease. 


COM MENT 


All the 8 patients whose histories are presented here were white, 


7 being Jews and 1 a Gentile. There were 6 men and 2 women. All 


were in poor financial circumstances. The age of onset of the dermatitis 





858 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


varied from 19 to 52 years, with an average of 38. There was a history 


of asthma in 1 patient’s family, and 2 other patients had asthma them- 
selves a few weeks after the onset of the dermatitis. In several cases 
urticaria preceded the dermatitis, and in another recurrences always 
began with hivelike papules. All the patients showed marked dermo- 
graphism, and all the lesions can be explained on the basis of the effects 
of scratching on a hypersensitive or dermographic skin. Several times 
while examining a patient I have observed that his skin was practically 
free from any lesions in the beginning, but after a few minutes’ scratch- 
ing and rubbing became covered with a general eruption, oozing papules 
and plaques, strikingly similar in appearance to dermatitis herpetiformis, 
The itching was frequently so violent that the patient’s features were 
contorted, with a wild glaring look, and he seemed unable to speak, as 
though he were in a semitrance. After a paroxysm of uncontrollable 
scratching he was left exhausted, relaxed and drowsy. 

All the patients had definite psychoneurotic traits. It was par- 
ticularly noticeable that intense itching with the subsequent eruptive 
cycles developed in 3 of the patients during some emotional strain due 
to financial, family or business worries. One patient (case 7) could 
play cards night after night without being troubled by itching but 
could not sit still for twenty minutes unoccupied without beginning to 
itch and scratch. All the patients studied, with the exception of 1 
man, were of the phlegmatic type. All were strong and muscular, of 
athletic build. One of the men was a well known athlete. 

That these patients constitute a group in which the primary cause 
of the condition is some irritating substance can scarcely be doubted. 
Inquiry into the cirmstances surrounding the onset of the dermatitis 
brought out a history of furniture painting in 1 case. Another patient 
had just used “clorox” to clean a bathtub and remove paint from the 
walls. In a third case the original eruption had followed the use of a 
hair dye. Many of the recurrences or exacerbations of the dermatitis 
followed the use of external irritants, for example synol soap, adhesive 
plaster and tincture of benzoin, patch tests with all three of which 
gave strongly positive results in case 5, as did patch tests with ephedrine 
sulfate and chrysarobin. The patient in case 5 also reacted to cutaneous 
tests with four pollens. In case 7 there was a history of a herpetiform erup- 
tion occurring after the use of Mazon soap and Mazon ointment. Patch 
tests with these substances gave strongly positive results. This patient 
also gave positive reactions to cutaneous tests with mercury bichlo- 
ride, crude coal tar, house dust, pyrethrum, naftalan and a black and 
white—-striped suit which he had been wearing. Patient 8 proved highly 
sensitive to pyrethrum disinfectant used for a bed spray, while patient 
2 was especially sensitive to the tars, juniper tar and solution of coal 
tar bringing on violent attacks of asthma and cutaneous lesions. 





ANNON—DERMATITIS SIMULATING LYMPHOBLASTOMA _ 859 


In 2 cases (nos. 1 and 8), arsenical preparations administered for 
original dermatitis caused an exacerbation of the cutaneous condi- 
tion. The first patient reacted to injections of arsphenamine with a 
temperature of 103 F., bright red erythema and swelling of the face 
and extremities. Seventy cutaneous tests were performed on_ this 


patient, with a great variety of substances, but the results were unsatis- 


factory because there was little normal skin left on which to test. 
Patient 8 was given Asiatic (arsenic) pills and solution of potassium 
arsenite for the original eruption, which became much worse immedi- 
ately thereafter, taking on a vesicular and bullous character. In a 
second hospital, where his condition was diagnosed as dermatitis herpeti- 
formis, further arsenical medication caused the appearance of cornified 
warts on the palms and soles. A considerable quantity of arsenic was 
found in both blood and urine over a period of more than a year. 
Several other patients reported that the skin had broken out after they 
took medicines prescribed by physicians whom they had consulted 
previously, but it was not always possible to identify the medicament. 
In 3 cases in which there was no definite history of arsenic intake, an 
abnormally high amount of arsenic was found in the blood (cases 2, 
5 and 7), indicating the intake and storage of the metal from some 
unidentified source. 

All these patients without exception improved strikingly on hos- 
pitalization, especially when they were kept in bed or in private rooms. 
Such therapeutic measures as were used were directed primarily toward 
building up the patient’s general physical condition and furthering 
elimination, sodium or calcium thiosulfate being used for this purpose 
for patients in whom metallic poisoning was suspected. Fever box 
therapy combined with the usual soothing applications and colloid 
baths brought about great relief from the intolerable itching and a 
consequent increase in ability to sleep. The 5 patients who were given 
intravenous injections of typhoid vaccine all improved rapidly. Except 
in case 5, in which dietary restrictions seemed to be indicated, a high 
caloric diet supplemented by cod liver oil and viosterol proved bene- 
ficial. The eruptions did not respond well to roentgen therapy, which 
is not usual for persons with mycosis fungoides. 

Patients who were able to change their environment completely 
by going to a different locality and preferably to a different climate 
have maintained their improvement over a long enough period to 
qualify as cured. The most decided and most lasting improvement was 
shown by patients who went to a warmer climate where they could live 
a more outdoor life, although sunlight itself did not always appear to 
be the decisive factor in the cure. Some patients did well at the sea- 
shore, but others responded better to higher altitudes. Here, again, it 
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is difficult to account for these seemingly erratic responses without 
assuming that the decisive factor is the comparative freedom of the new 
environment from the particular allergen or allergens to which the 
patient is sensitive. The common experience of seeing eruptions clear 
astonishingly with hospitalization or a change of living quarters, only 
to relapse immediately on the patient’s return home, coincides in many 
ways with the experiences of the Swedish investigator, Petrén, whose 
findings in connection with arsenic poisoning were briefly discussed 
in one of my earlier papers.* 

Sulzberger and Garbe* have reported the recent observation of 9 
cases of a similar disease. They considered the condition a distinctive 
discoid and lichenoid chronic dermatitis of unknown origin which is 
characterized by itching, exudation and, later, lichenification, and sug- 
gested that it may be premycotic mycosis fungoides, although other 
factors led them to suggest the possibility of its being a sensitization 
dermatitis. They, too, noted the beneficial effects of environmental 
changes in most of the cases. 

The chief hindrance to an understanding of the nature of the con- 
dition presented by these patients appears to be the great variety of 
definite disease entities which their eruptions resembled at different 
times. Among these were dermatitis herpetiformis, psoriasis and para- 
psoriasis, lichen planus, pityriasis rubra (Hebra), Hodgkin’s disease, 
leukaemia cutis and mycosis fungoides. Sometimes as many as seven 
or eight different diagnoses have been made in a single case, as the 
type of eruption changed from time to time. While it was not always 
possible to exclude one or more of these conditions solely on the basis 
of the appearance of the eruption, it was usually possible to eliminate 
each in turn by examining the entire constellation of factors in the case. 

Dermatitis herpetiformis could usually be ruled out because of the 
absence of vesicles and bullae; and even occasionally when they were 
present in the acute stage, as in case 8 after the administration of 
arsenic, the history of the local onset and the localized inflammatory 
nature of the acute attacks, together with the grouping of the lesions 
and the rapid succession of clinical changes, made differentiation easy. 

Psoriasis could be excluded in spite of superficial resemblances 
because of the generalized exudative erythroderma, the pigmentation, 
glandular enlargement and intense itching and the absence of lesions 


on the scalp and changes in the nails. 


3. Cannon, A. B.: Chronic Arsenical Poisoning: Symptoms and Sources, 
New York State J. Med. 36:219 (Feb. 15) 1936. 

4. Sulzberger, M. B., and Garbe, W.: Nine Cases of Distinctive Discoid and 
Lichenoid Dermatitis, Arch. Dermat. & Syph. 36:247 (Aug.) 1937. 
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The eruption differed from lichen planus because of its oozing 
apules, the lack of umbilication and linear striations, the absence of 
inear or annular lesions and the freedom of the mucous membranes 


I 


from any involvement. 

Pityriasis rubra could be eliminated because the dermatitis did not 
end in atrophy. 

Hodgkin’s disease could be ruled out because while in that dis- 
ease the enlargement of lymph glands is the primary feature, over- 
shadowing all other symptoms, in the disease presented here the 
cutaneous condition occupied the foreground, the glandular involve- 
ment being only secondary, the size of the glands changing in the 
various stages of the disease but at no time reaching the tremendous 
size typical of Hodgkin’s disease. 

Leukaemia cutis could also be ruled out, not only because of the 
different clinical course and the apparent robust health of the patients 
but because of the absence of the leukemic blood count and of the 
characteristic changes in the tissues, as revealed by biopsies. 

By far the most frequent diagnosis in this group of 8 cases was 
mycosis fungoides. When the grave prognosis of this disease is con- 
sidered with its disastrous effects on the morale of the patient and his 
family, the necessity for using the utmost caution in making such a 
diagnosis becomes apparent. It is perhaps a little unfortunate that 
dermatologists are taught to consider all chronic itching cutaneous 
eruptions as possibly representing the prefungoid stage of mycosis 
fungoides. When one is confronted also with nodules and infiltrated 
plaques, that diagnosis becomes almost irresistible. While typical mycosis 
fungoides in the fully developed tumor stage is not likely to be mis- 
taken for any other condition, the earlier stages admittedly offer diff- 
culties. On the basis of a fairly extensive clinical experience, however, 
| have come to believe that it is possible to differentiate between mycosis 
fungoides, even in the prefungoid stages, and the cyclic inflammatory 
conditions due to irritants or allergens. 

Aside from its extreme rarity as compared with these simple inflam- 
matory conditions and the diseases which they sometimes simulate, 
mycosis fungoides, even in its early stages, has certain characteristics 
which can be singled out by the practiced eye: It begins as and remains 
throughout a dry, eczematized process, often presenting lesions resem- 
bling those of erythema multiforme as well as red scaly plaques and 
bluish red nodules in circinate, gyrate or annular arrangement. It 
never takes the form of a moist, exudative dermatitis, such as was 
presented by most of the patients discussed in this paper. While 
nodules of mycosis fungoides will 00ze when scratched, they will rapidly 
become fungating, a characteristic never seen with the condition under 





862 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


discussion. Whereas in mycosis fungoides the enlargement of lymph 
glands is slight or entirely absent, in the dermatoses discussed here 
the lymph glands were practically always at least moderately enlarged, 

In the presence of a confusing clinical picture with such chameleon- 
like changes as were presented by these 8 patients, one naturally looks 
to the biopsies for light on the nature of the changes in the tissue, 
The histologic picture, however, is often equally confusing. In the 
majority of the present cases in which a clinical diagnosis of mycosis 
fungoides had been made, the pathologist's report was “simple inflam- 
mation.” In 2 cases in which both the clinical and the histologic diag- 
nosis was mycosis fungoides, the subsequent course of the disease, 
especially the response to treatment, belied that diagnosis. 

It seems necessary, then, to get a clearer picture of the histologic 
structure of mycosis fungoides. While in the tumor stage the changes 
are usually characteristic, sometimes atypical eruptions appear which 
it is impossible to distinguish histologically from other members of the 
lymphoblastoma group. There are cases on record in which the clinical 
diagnosis of mycosis fungoides was undisputed, yet biopsies revealed 
changes characteristic of lymphosarcoma or of Hodgkin’s disease. In 
1 case (no. 2) in which a clinical diagnosis of mycosis fungoides had 
been made one pathologist reported “granuloma: mycosis fungoides or 
leukaemia cutis,” while another, examining a different section of the 
same piece of tissue, reported only “a simple inflammatory condition.” 
In the prefungoid stages practically all pathologists agree that the pic- 
ture is often indistinguishable from that of other dermatoses which it 
simulates. 

Dermatologists are all aware that the histologic picture of mycosis 
fungoides is predominantly a reticulum cell reaction, evidenced by 
infiltration of both small and large round cells, plasma cells, mutlti- 
nuclear cells and cells with deeply staining nuclei. Degeneration, frag- 
mentation and clumping of cells are seen, together with mitotic figures. 
While it is undoubtedly true that in the so-called premycotic stage one 
rarely if ever observes all the microscopic changes characteristic of the 
tumor stage, it should be possible to identify the process as granulom- 
atous and to recognize in more or less rudimentary form some, if not 
all, of the other tissue changes characteristic of the disease. 

Dr. J. G. Hopkins,® director of the department of dermatology of 
the Vanderbilt Clinic, expressed the opinion that “‘mycosis fungoides 
is differentiated from other forms of lymphogranuloma on the basis 
of its clinical rather than its histologic characteristics’ and that “in 


the the early stages of the disease histologic evidence can rarely do 


more than raise a suspicion as to its character.” 


5. Hopkins, J. G.: Personal communication to the author. 
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Dr. J. EF. Fraser," who examined slides in several of the cases 


yiider discussion here, as well as in 1 of my cases of clinically indis- 
putable mycosis fungoides, said: “ . . . in the eczematous or non- 
‘a ltrative stage it is impossible, unless there are groups of cells showing 
neoplastic features—nuclear changes (hyperchromatism, mitoses, etc.) 
to suggest a histologic diagnosis.” 

However, after reviewing the histologic observations in the cases 
pre sented here, | cannot escape the conclusion that although the pic- 
ture revealed by a single specimen of tissue might be inconclusive or 
even misleading, serial studies of biopsy specimens in such cases com- 
pared with specimens taken serially from patients in the different stages 
of typical mycosis fungoides will enable one in the overwhelming 
majority of instances to differentiate them from one another. It goes 
without saying that all the available data should be utilized and_ the 


histologic correlated with the clinical observations at every step. 


SUMMARY 

\ group of eight patients is presented, all of whom were suffering 
from a condition which closely simulated the lymphoblastoma group of 
diseases but which was considered after careful study to be of different 
origin. ‘The disease was in all cases of many years’ duration and had 
been variously diagnosed, both clinically and histologically, by prominent 
dermatologists, as mycosis fungoides, leukaemia cutis and Hodgkin’s 
disease. Beginning in every instance as a simple dermatitis suggestive 
of an allergic reaction, the condition progressed through cycles of thick- 
ening, exfoliation and lichenification to the formation of plaques and 
tumors resistant to all the usual forms of treatment. 

An examination of the patients not only by the usual clinical and 
laboratory methods but also in relation to their environment, antecedents 
and social and economic situation led me to the belief that the condition 
of the skin was not a malignant process or even a nonmalignant disease 
entity, but a simple inflammatory phenomenon of allergic origin. 

This belief was further confirmed by the striking response of the 
patients to removal from their previous environment and removal from 
known irritants. 

Innumerable instances have been found, in which this same type 
of dermatitis remains localized over a period of years and shows remis- 
sions and exacerbations, but in only a few did the generalized obstinate 
type suffered by the patients discussed here develop. 

The condition in question can be differentiated from the malignant 
diseases of the lymphoblastoma group by systematic clinical and histo- 
logic studies and proper correlation of results. 


6. Fraser, J. F.: Personal communication to the author. 
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ABSTRACT OF DISCUSSION 


Dr. SAMUEL Ayres Jr., Los Angeles: Dr. Cannon has mentioned something that 
deserves further investigation. My attention was called to the possibility that 
mycosis fungoides, originating as an ordinary dermatosis, possibly of allergic 
nature, might develop into the malignant condition in the case of a physician who 
had had lesions indistinguishable from those of the premycotic eruption; he was 
examined by three dermatologists, who unqualifiedly agreed that clinically the 
picture was that of the premycotic stage of mycosis fungoides. I hesitated to 
perform a biopsy, because the patient was a physician and a positive finding would 
have been a serious mental hazard. A little investigating was done, and after 
various types of testing the leukopenic index was determined. The man responded 
to milk with a sharp drop, of about 2,000 leukocytes. Milk was excluded from 
the diet, and the eruption cleared and has not recurred. 

In a known case of mycosis fungoides in a woman past 80 who presented the 
eczematoid lesions as well as the tumorous lesions (confirmed histologically), a 
sharp drop of the leukopenic index in response to several common foods was 
observed. Temporary improvement followed dietary regulation, but a large lesion 
developing on the foot resulted in gangrene and the patient died after operation. 
I am unprepared to state how reliable the leukopenic index is, but I think that 
such a test would be interesting for Dr. Cannon to try. Mycosis fungoides in 
the premycotic stage deserves investigation along allergic lines, especially with 
the leukopenic index method, which by some investigators is considered more reliable 
than other methods. Even though it should be established that an allergic back- 
ground is one of the possible etiologic factors in mycosis fungoides, it would be 
extremely unlikely that treatment along such lines would be of value after tumors 
had once developed. 

Dr. Frep Wise, New York: At a certain stage of this disease the clinical 
appearance often simulates mycosis fungoides, leukaemia cutis, dermatitis exfolia- 
tiva and the like. The point of interest to be stressed is that the majority of 
patients with this form of chronic intractable dermatitis state, on being carefully 
questioned, that the inception of the disease appeared to be related to a contact 
with some irritant; that is, that the eruption was formerly a true contact dermatitis, 
usually linked with some form of occupational activity, the eruption most often 
appearing first on the hands. 





HERPES ZOSTER WITH GENERALIZED ERUPTION 


I 


REPORT OF THREE CASES 


JOSEPH GRINDON Jr. M.D. 


ST. LOUIS 


The comparative rarity in the literature of reports of cases of herpes 
zoster accompanied with a generalized eruption or with the sequelae 
of muscular paralyses prompted this report. The designation “herpes 
zoster with generalized eruption,” rather than “herpes zoster gen- 
eralisatus,” is used, according to the suggestion of Fasal,' which avoids 


the implication that the extensive eruption is necessarily herpes zoster. 


REPORT OF CASES 


Case 1—T. T., a well developed and fairly well nourished unemployed white man 
of 68, noticed a burning and itching sensation on the right side of the head, followed 
the same day by the appearance of “blisters” in the area supplied by the first 
and second branches of the right trigeminal nerve. Two days later a generalized 
discrete vesicular eruption appeared. The following day he was admitted to the 
St. Louis City Hospital. There was no previous history of a similar eruption. The 
patient did not know whether he had ever had varicella. There was no history of 
recent ingestion of drugs, administration of arsenic or exposure to carbon monoxide. 

On admission a deep-seated grouped vesicular eruption involved the right 
parietotemporal area, the right half of the forehead and the right malar region. 
There were vesiculation and edema of the exterior of the right eyelid and an 
acute catarrhal conjunctivitis. A generalized eruption involved the remainder of 
the head, trunk and upper and lower extremities, including the palms and soles. 
The lesions constituting this eruption were sparsely distributed, ungrouped vesicles 
and vesicopustules mounted on slightly raised erythematous oval bases. The 
temperature was 102.4 F. and the pulse rate 96. A blood count showed 7,600 
leukocytes, with 1 per cent young forms, 2 per cent stab forms, 56 per cent 
segmented cells, 40 per cent lymphocytes and 1 per cent monocytes; 4,100,000 
erythrocytes, and 90 per cent hemoglobin. The urine was essentially normal, and 
the sugar content of the blood was 97 mg. per hundred cubic centimeters, and 
the nonprotein nitrogen content 19 mg. The Wassermann and the Kahn reaction 
were strongly positive. 

The lesions of the generalized eruption dried in three or four days. Seven 
days after the onset only superficial partially detached crusts at the sites of the 
former vesicles remained to be seen. The temperature on the seventh day had 
returned to normal. 


From the Department of Dermatology of the St. Louis University School of 
Medicine. 

1. Fasal, H.: Herpes Zoster generalisatus, Arch. f. Dermat. u. Syph. 95:27, 
1909. 
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CAsE 2.—]J. L., a clergyman aged 68, had a grouped vesicular eruption which 
had followed slight pain in the affected area, limited to the left side of the sc: Ip, 
face, tongue, buccal mucosa, chin and upper portion of the neck. Four days 
later a generalized eruption involved the remainder of the cutaneous surface, byt 
particularly the trunk and proximal portions of the extremities. The lesions con- 
stituting this eruption were discrete, nongrouped superficial oval vesicles surmount- 
ing erythematous bases. At the time of the appearance of the generalized eruption 
the temperature was 102 F. and the pulse rate 64. A blood count showed 7,950 
leukocytes, with 6 per cent stab forms, 53 per cent segmented cells, 6 per cent 
monocytes and 35 per cent lymphocytes; 3,930,000 erythrocytes and 78 per cent 
hemoglobin. The Wassermann and the Kahn test were negative. 

There was a history of pernicious anemia of six years’ duration. The general- 
ized eruption lasted five days. A definite weakness of all the muscles of the left 
side of the face, including the eyelid, was observed on the eleventh day following 
the onset of herpes zoster. This paralysis grew increasingly marked for a number 
of days. At the end of one month there was no improvement in the paralysis, 
(The presence of lesions of herpes zoster on the left side of the scalp, face and 
neck, the appearance of a generalized vesicular eruption and the development of 
facial paralysis would seem to indicate that a dissemination of the virus occurred in 


this case). 


Case 3.—A retired surgeon aged 78 presented typical herpes zoster occupying 
the right upper part of the thorax and the right arm to the elbow. Forty-eight 
hours later the lesions within these areas had become more numerous, and some 
had become hemorrhagic at the center. In addition, two vesicles had appeared on 
the left arm. There was much pain, keeping the patient awake and depressed. 
The pain was most intense along the ulnar border of the right forearm, although 
no lesions were there. A few isolated vesicles had developed on the left side of 
the chest, the abdomen and the lower extremities. Their number increased during 
the ensuing week. In all respects they were like the vesicles of varicella. All 
lesions dried and scaled off within two weeks, but severe pain, especially within 
the distribution of the right ulnar nerve, persisted for two months.? 


COMMENT 
The lack of grouping and absence of crops in the reported cases 


departed from the typical appearance of varicella. Until such general- 
ized eruptions associated with herpes zoster are proved to be either 


herpes zoster or varicella, it would seem well to adopt for their designa- 


tion the name suggested by Fasal. 


4500 Olive Street. 


2. The information concerning this case was privately communicated by Dr. 


Joseph Grindon Sr. 





EARLY ACUTE ARSENICAL ERYTHEMAS 


A STUDY OF ELEVEN CASES OF THE “ERYTHEMA OF THE 
NINTH DAY” OF MILIAN 


ORLANDO CANIZARES, M.D. 
AND 
EVAN W. THOMAS, MD. 


NEW YORK 


lhe early arsenical erythema designated by Milian as “erythema of 
the ninth day” has received relatively little attention in American and 
English literature. Keim?! in a valuable article reported 10 cases. 
Gordon? in England reported 2 cases. Sulzberger and Wise * made 
interesting comments. Robinson‘ recently reported a case in which 
the erythema was complicated by jaundice. Stokes °® mentioned the 
manifestation among reactions of the erythema multiforme type. More 
abundant references have been found in the French and German litera- 
ture, and wherever arsenicals have been widely used reactions corre- 
sponding to this syndrome have been described. 

The exact nature of this interesting phenomenon is still a matter of 
dispute. The literature is filled not only with conflicting opinions but 
with contradictory experimental findings. The most that can be said at 
present is that this early reaction seems to present sufficiently distinctive 
features to be regarded as a clinical entity which offers puzzling prob- 


lems to both the toxicologist and the allergist. To the syphilologist its 


From the Department of Dermatology and Syphilology, New York University 


College of Medicine, and the Department of Dermatology and Syphilology, Third 
Medical Division (New York University), Bellevue Hospital, service of Dr. 
Edward R. Maloney. 

1. Keim, H. L.: Erythema of the Ninth Day, Arch. Dermat. & Syph. 31: 
291 (March) 1935. 

2. Gordon, H.: Erythema of the Ninth Day (Milian), Brit. J. Dermat. 48: 
281 (June) 1936. 

3. Sulzberger, M. B., and Wise, F.: Year Book of Dermatology and 
Syphilology, Chicago, The Year Book Publishers, Inc., 1935, p. 159. 

4. Robinson, S. S: “Erythema of the Ninth Day” Complicated by Acute 
Hepatitis and Jaundice on Continuation of Arsphenamine Therapy, Arch. Dermat. 
& Syph. 37:1031 (June) 1938. 

5. Stokes, J. H.: Modern Clinical Syphilology, ed. 2, Philadelphia, W. B. 
Saunders Company, 1934, p. 485. 
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immediate practical importance lies in the safety of continuing arsenical 
therapy. 

The reaction is characterized chiefly by a relatively short and acute 
illness consisting of fever with or without chill and the appearance of 
a self-limited rash on the seventh to twelfth day after the first injec- 
tion of an arsenical preparation. A sore throat and tender glands are 
frequently noted. The patient may complain of very little discomfort 
or of a variety of symptoms. 

Isolated instances of scarlatiniform or morbilliform eruption follow- 
ing arsenical therapy began to be reported in 1911. Revaut,® Brauer,’ 
Nicolas and Moutot * and Neisser*® have mentioned them. Stuhmer ?° 
in 1912 seems to have been the first to recognize such erythema as 
belonging to a group appearing from the seventh to the twelfth day 
after the first injection of an arsenical. He attributed it to the hyper- 


sensitivity of the patient and expressed the belief that the administration 


of an arsenical should be stopped during the reaction but could be con- 
tinued afterward. During the same year Hudelo'' in France and 
Wechselmann '* in Germany made similar observations. 

In 1917 Milian ** stressed the differences between the early arsenical 
reaction simulating measles or scarlet fever and the severe vesiculo- 
edematous and exfoliative dermatitis due to arsenic. He expressed the 
belief that so far as the mechanism was concerned the two types of 
reaction had nothing in common. In 1920'* he adopted the theory of 

6. Ravaut, P.: Sur un type spécial d’accidents nerveux et cutanés survenant 
brusquement de trois a cinq jours aprés la seconde injection de “606.” Leur 
rapport avec l’anaphylaxie, Bull. et mém. Soc. méd. d. hop. de Paris 32:365 ( Nov.) 
1911. 

7. Brauer, A.: Zur Kenntnis der Salvarsandermatosen, Dermat. Ztschr. 
19:800, 1912. 

8. Nicolas, J., and Moutot, H.: Trois ans d’arsénothérapie antisyphilitique, 
Ann. de dermat. et syph. 5:391, 1914. 

9. Neisser, A.: Ueber die Verwechslung von Quecksilber- und Salvarsan- 
exanthemen, Mtinchen, med. Wchnschr. 63:122 (Jan.) 1916. 

10. Stuhmer, A.: Ueber Neosalvarsan, Miinchen. med. Wehnschr. 58:2447, 
1912. 

11. Hudelo, L., cited by Maigron, M.: Contribution a l’étude des érythémes 
arsenicaux, du neuviéme jour, Thesis [Paris], no. 101, Lyon, 1926, 

12. Wechselmann, cited by Gjessing, H. C.: A Form of Salvarsan Dermatitis 
(Ninth Day Erythema) in Which Salvarsan Treatment Is Continued, Acta dermat.- 
venereol. 9:185 (Oct.) 1928. 

13. Milian, G.: Arsenobenzol, erythémes et rubéole, Paris méd. 7:131 (Aug.) 
1917. 

14. Milian, G.: Les érythémes arsenicaux du neuviéme jour, Rev. de méd. 37: 
222 (April) 1920. 
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biotropism—i. e., the ability of certain drugs to stimulate latent micro- 
organisms to activity—as the true explanation of “ninth day erythema.” 
Thus he maintained that the reaction is actually abortive measles or 
scarlet fever. His conclusions have not met with general acceptance in 
France or elsewhere. The reasons for this have been fully presented 
by Schreiner ?® in Germany, Tzanck*® in France, Keim? in America 
and Gordon? in England. It is unnecessary to repeat their criticisms, 
except to add that in our cases we could find little to support a diagnosis 
of measles, German measles or scarlet fever. In at least half of the cases 
not even the rash was suggestive of these diseases. It is a fact, how- 
ever, that not only in most of our patients but in the majority of those 
reported certain features strongly suggested an acute infectious process. 
Somewhat similar reactions with similar periods of incubation have 
occasionally been noted following administration of gold and bismuth 
preparations, and the barbiturates and sulfanilamide. Schwentker and 
Gelman ** have reported 10 cases of eruption associated with fever 
occurring from the fifth to the seventeenth day after the beginning of 
sulfanilamide therapy. If the administration of the drug was stopped 
immediately on the appearance of the rash and later resumed, the rash 
sometimes reappeared in a modified form. If the treatment was not 
stopped, no serious consequences resulted, but the rash failed to dis- 
appear as rapidly as when the use of the drug was discontinued. Such 
eruptions have usually been classified as toxic or allergic. Whether 
they have a common mechanism with the early arsenical erythema is 
undetermined. 

The foremost champion of the allergic theory regarding the early 
arsenical erythema is Schreiner. He reported positive Prausnitz- 
Kustner reactions as well as positive reactions to intradermal tests with 
dilute arsenicals. These findings, however, have not been generally 
corroborated. Wainstein and Smelov?* obtained positive intradermal 
reactions in some of their cases but were unable to demonstrate passive 
transfer by the method of Prausnitz and Kistner. Milian and Garnier ® 
found the intradermal tests so uniformly negative that they made this 
test an important diagnostic differential between the early erythema and 


15. Schreiner, K.: Ueber Milians “Erythem des 9. Tages,” Arch. f. Dermat. 
u. Syph. 167:94, 1932. 

16. Tzanck, A.: Erythémes morbilliformes et rougeole: Réponse a M. Milian, 
Bull. Soc. frang. de dermat. et syph. 43:379 (Feb.) 1936. 

17. Schwentker, F. F., and Gelman, S.: Sulfanilamide Rash, Bull. Johns 
Hopkins Hosp. 61:136 (Aug.) 1937. 

18. Wainstein, A., and Smelov, N.: Sur la question de la symptomatologie, 
de la pathogénie et de la thérapeutique des exanthémes précoces arsénobenzoliques- 
“erythémes du neuviéme jour” de Milian, Ann. de dermat. et syph. 8:215 (March) 
1937. 


19. Garnier, G.: Les erythémes des arsenobenzols, Thesis, Paris, 1929, 
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true arsenical dermatitis. Cannon and Karelitz,*° however, questioned 
the value of such tests even in patients subject to exfoliative dermatitis. 
Furthermore, since Stokes and others have emphasized the possible 
danger of sensitizing a patient to arsenic, the tests have fallen into con- 
siderable disrepute. 

Keim * has suggested that the ability of the hepatic, renal and other 
cells to detoxify the injurious products of the breaking down of arsenical 
drugs may be subnormal or absent. He offered the phenol which may 
accumulate as the possible product at fault. Another explanation, 
advanced by Mueller and adopted by Gjessing,** is that the initial injec- 
tions of arsenical drugs alter the balance of the autonomic nervous 
system, vascular changes being reflected in the erythema. At best these 
are only hypotheses ; the true mechanism is unknown. 

It may be of significance that in practically all the cases reported in 
the literature two or three injections of an arsenical were given before 
the reaction appeared. One exception was reported by Gougerot and 

srouet,?? who noted an eruption and fever two days after the first and 
only injection of an arsenical. In all the cases in our series the eruption 
followed the second or third injection, and in none did it occur within 
three days after the start of treatment. If more than one injection is 
essential for the appearance of this phenomenon, perhaps the first injec- 
tion sensitizes the patient temporarily, so that later injections are 
followed in a variable length of time by a constitutional reaction. 
Against this hypothesis is the fact that the period of incubation always 
dates from the first injection and does not seem to be affected by the 
time when subsequent injections are given. Furthermore, the fact that 
not a single recurrence of exactly this type of reaction has ever been 
reported places the early erythema in a unique position. It does not 
imply, however, that every patient having the early erythema will 
tolerate future treatment without difficulty, but when a subsequent 
reaction occurs, it is different from the early acute reaction. In our 
series the later reactions were chiefly of the nitritoid or the gastrointes- 
tinal type. Stokes reported a case of exfoliative dermatitis developing 
after the injections of an arsenical were continued. The rarity of such 


reports suggests that the mechanism of exfoliative dermatitis has little 
in common with that of acute early erythema. Certainly there is nothing 
scientific as yet to guide physicians in determining the future tolerance 
to treatment of a patient who has early acute arsenical erythema. 


20. Cannon, A. B., and Karelitz, M. B.: Intradermal Tests in Relation to 
Arsphenamine Dermatitis, Arch. Dermat. & Syph. 29:485 (April) 1934. 

21. Gjessing, H. C.: A Form of Salvarsan Dermatitis (Ninth Day Erythema) 
in Which Salvarsan Treatment Is Continued, Acta dermat.-venereol. 9:185 (Oct.) 
1928. 

22. Gougerot, H., and Brouet, A.: Un cas d’erythema biotropique arseno 
benzolique du deuxiéme jour, Ann. d. mal. vén. 30:850 (Nov.) 1935. 
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In an effort to gain some hints as to the future tolerance of such 
patients, we have reviewed the cases coming to our attention in Bellevue 
Hospital during the past two years. The series includes 11 cases in 
which the picture conformed to the general criteria already mentioned. 
Owing to the lack of space it is impossible to report each case in detail, 
but the following reports of cases 7 and 9 in the series are presented in 
illustration of the difficulties occasionally encountered : 


REPORT OF CASES 
Case 7.—M. J., a white woman aged 48, was admitted to Bellevue Hospital 
Nov. 3, 1937. She had a generalized maculopapular rash with moist papules on 
the genitalia. Dark field examinations showed Spirochaeta pallida. The Wasser- 


mann reaction of her blood was 4 plus. 
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Chart 1 (case 7).—Temperature chart for M. J., a white woman aged 48. 


Dotted line indicates intensity and duration of rash. 


Ireatment.—On November 4, she received 0.2 Gm. of arsphenamine, which 


was followed by a Herxheimer reaction with an exacerbation of her rash and a 
rise of temperature to 106 F. The temperature became normal within eight hours. 
On November 8 she received 0.3 Gm. of arsphenamine, with no immediate reaction. 


Early Erythematous Reaction—On November 12, eight days after the first 
injection and four days after the second, her temperature rose to 105 F. and on 
the following day to 106 F. She complained of a sore throat and had a bright 
red pharynx but no tender glands. Her rash appeared on November 13 and 
was described as erythema multiforme, consisting of papules and raised erythema- 
tous plaques on the back of the trunk and the extensor surfaces of the extremities. 
Her fever lasted six days, and the rash was not entirely gone by the time 
her temperature was normal. By mistake she received a third injection, of 
0.3 Gm. of arsphenamine, on November 13, the second day of her reaction. There 
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seemed to be no immediate exacerbation of her illness after this injection except 
for a slight increase in temperature. 

Laboratory Data—The icteric index taken during the reaction was 6: the 
van den Bergh reaction was negative. The leukocyte count was 7,200, with 70 
per cent polymorphonuclear neutrophils and no eosinophils. Patch and intra- 
dermal tests with dilute arsphenamine gave negative results. The Wassermann 
reaction of the blood was 4 plus throughout her stay in the hospital. 

Subsequent Treatment.—On November 20 she was given 0.3 Gm. of arsphen- 
amine. This injection was associated with an immediate nitritoid reaction and 
was followed a few hours later by severe nausea. On November 27 she was given 
0.2 Gm. of arsphenamine, preceded by 8 minims (0.49 cc.) of epinephrine. No 


reaction followed this except a slight rise in temperature. On December 4 she 
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Chart 2 (case 9).—Temperature chart for H. G., a white woman aged 25. 


P.K. designates Prausnitz-Ktstner test. 


received 0.3 Gm. of arsphenamine with a mild nitritoid reaction relieved at once 


by epinephrine. ‘Treatment was continued in the outpatient department, with no 


further difficulties. 

Case 9.—H. G., a white woman aged 25, was admitted to Bellevue Hospital 
on April 20, 1938, with the diagnosis of papulonecrotic tuberculid. The Wasser- 
mann reaction of the blood was negative. 

Treatment.—On April 22, she received 0.2 Gm. of neoarsphenamine, with no 
reaction. On April 29 she was given 0.3 Gm. of neoarsphenamine. 

Early Erythematous Reaction—On April 29, seven days after the first injec- 
tion of the arsenical, a second inj>ction was given in the morning; in the evening 
her temperature rose to 105 F. after a severe chill. On April 30 there appeared 
an eruption of the erythema multiforme type, consisting of papules on the trunk 
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h large raised erythematous plaques on the extensor surfaces of the extremities. 
Two days later, May 2, numerous large purpuric spots were noted on the chest and 
abdomen. The temperature remained at a high level, reaching 106.6 F. on May 1 and 
remaining at 104 F. or more for four days. It did not become normal for eleven 
days. The rash remained for seven days. There was no sore throat, and the pharynx 
was not injected. The patient, however, unlike most of the others, appeared 
extremely toxic and critically ill, She was unable to retain any food given by 
mouth for two days and had pronounced musclar weakness. Her lips and nail 
beds were cyanotic. Daily infusions of 1,000 cc. of 10 per cent dextrose were given 
for four days, with apparent benefit. 

Laboratory Data.—The leukocyte count on the second day of her fever was 
15,000, with 77 per cent polymorphonuclear neutrophils and 3 per cent eosinophils. 
[wo days later the leukocyte count was 6,000, with 63 per cent polymorphonuclear 
neutrophils and 4 per cent eosinophils. It fell to 4,400 on May 5 and 6. The 
next day, May 7, it was recorded as 6,800. The icteric index was 5. The 
coagulation time of the blood was three minutes; the bleeding time, two and one- 
half minutes. The tourniquet test for purpura gave a positive result. Patch 
ind intradermal tests gave negative results. The Wassermann test was repeatedly 
negative. The urine contained 1.2 mg. of arsenic per thousand cubic centimeters 

May 2. The Prausnitz-Kiistner passive transfer test, performed before and 
after the appearance of the eruption, gave negative results. No subsequent treat 
ment was given. 

SUMMARY OF CASES 

ight of the 11 patients were women; all were white; the ages 
varied from 19 to 57. They represent about 3 per cent of all the 
patients treated for the first time with arsenical drugs in the wards of 
Bellevue Hospital during the past two years. This does not include 
patients treated in the outpatient department. 

One patient had fever and redness of the throat six days after the 
first and one day after the second intramuscular injection of acetylgluco- 
arsphenamine. This fever lasted for four days, but no erythema 
developed. On the fifth day a third injection of the same drug was 
given, with a subsequent rise in temperature within a few hours and 
the appearance of a generalized erythema consisting of macules and 
irregular plaques of varying size. This rash lasted two days only and 
the second bout of fever three days. The next two injections of the same 
drug at weekly intervals resulted in brief rises in temperature but were 
associated with no other symptoms; later treatments were well tolerated. 

The average duration of the reactions was five or six days. Sore 
throat was frequent but did not always occur. Neither the dose, the 
type of trivalent arsenic nor the spacing of the treatments seemed to 
influence the occurrence of the reaction. By far the worst reaction 
followed two small doses of neoarsphenamine given one week apart. In 
other cases it apparently made no difference whether small or large 
doses were used. One patient had one dose of arsphenamine and one of 
mapharsen prior to the reaction. In 2 instances both neoarsphenamine 
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and arsphenamine were given, and 1 patient had bismuth medication jn 
addition to arsenic. 

Three patients received a third injection of arsenic during the reac- 
tion itself, with no serious exacerbation of their symptoms. Two of 
these patients, however, showed some intolerance to subsequent treat- 
ments. This was manifested by typical nitritoid and gastrointestinal 
reactions, associated with brief attacks of fever. We do not advise the 
administration of arsenic during the early acute attacks. Possibly if 
we had withheld treatment for a week or more following the reaction 
there might have been less subsequent intolerance. Most of our patients 
appeared surprisingly cheerful and well, considering the fever, sore 
throat and acuteness of the attacks. There were exceptions to this, 

JULY: AUGUST: 


DATES: '3 14 15 lo 17 18 19 202) 22 24 25 26 2728 29 3031 | 23 4 
DAY AFTERFIRSTIN: 1 2 3 4 § 8 9 10 It 12 13 14 15 16 17 18 19 22 23 24 


nN 
w 


SCARLAT INI FORM ° 
PURPURIC 


» 5 
© = 
o ° 
a oa 
> saa 
= Bi 
=| x 
= a, 
a wo 
un 

g 
< 

ra) 8 
> z 


99 


Chart 3 (case 4).—Temperature chart in a case of scarlatiniform eruption. 


and in the patients with most severe subjective manifestations of 
apprehension and nervousness subsequent intolerance to treatment was 
usually encountered. 

The eruption was purely morbilliform in 6 cases. Erythema multi- 
forme was observed in 2 cases. A scarlatiniform rash was present in 
1 case, and in 2 instances the eruption was at the same time or succes- 
sively moribilliform and scarlatiniform. Three patients had associated 
purpura. This did not recur with subsequent treatment in 2 of these. 
In the third case further therapy was not attempted. 

The blood picture was not strikingly changed, except in 1 patient, 
who had leukocytosis the first day of her reaction, the white count then 
falling rapidly. Three patients showed mild eosinophilia. There was no 
unusual evidence of hepatic damage, as shown by determinations of the 
icteric index and the van den Bergh test. In eight cases patch and intra- 





CANIZARES-THOMAS—ARSENICAL ERYTHEMAS 875 


dermal tests were performed during the reaction. These gave uniformly 
negative results. In 4 cases passive transfer by the method of Prausnitz 
uid Kiistner gave negative results. In 1 case this test was done with 
scrum obtained before and after the eruption. ‘The Schultz-Charlton 
blanching test in 2 cases of scarlatiniform eruption gave negative results. 

Subsequent treatment with arsenical drugs was abandoned in 2 of 
the 11 cases. One of these we were unable to follow. The patient was 
an uncooperative man of 57; a peculiar pain in his left shoulder and 
edema of his hands followed subsequent treatments with both neo- 
arsphenamine and mapharsen. In case 9, no attempt was made to give 
more arsenic, because of the severity of the subjective and objective 
reaction following two small doses of neoarsphenamine. We have no 
means of knowing whether treatment could have been continued, but 
the risk seemed great, and the patient did not have syphilis. In only 1 
case was there no reaction whatever to subsequent injections of an 


arsenical. In 3 the first injection after the acute erythema was followed 
by a rise in temperature of from 101 to 104 F., although later doses were 


well tolerated. In 5 cases mild nitritoid crises, associated in 3 with 
rather severe nausea and vomiting, followed the first few injections of 
an arsenical subsequent to the erythema. In most instances all types 
of reaction decreased in severity as treatment was continued. 


COMMENT 


The preceding facts indicate that some of the patients with early 
arsenical erythema will have difficulty in tolerating subsequent treat- 
ment, but we can give no definite criteria for determining which ones 
in advance. In our experience the subjective reaction of the patient 
seems to be of more importance than the objective findings. In our 
cases failure to withhold treatment until after the patient had fully 
recovered from the reaction may account in part for some of the subse- 
quent intolerance. In none of our cases was there any apparent reason 
to fear exfoliative dermatitis. A wholesome fear of this complication 
is always in order, but the early warnings of exfoliative dermatitis seem 
to have little in common with the early erythema. Pruritus and edema 
of the skin with a gradual rather than an acute onset are much more to 
be feared than the early erythema, in our experience. The majority of 
the patients with exfoliative dermatitis seen in Bellevue Hospital give 
a history of having received arsenic after the danger signals had already 
appeared. The mechanism involved in such a reaction seems to be 
different from that of early acute erythema. Exfoliative dermatitis 
probably represents a definite sensitivity of the skin to arsenic. The 
acute erythema is a vascular reaction, which may be due to the action 
of arsenic on the autonomic nervous system. If this is true, the subse- 
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quent nitritoid and gastrointestinal reactions are probably best explained 
by a somewhat similar response of the autonomic nerves. 

In general, our experience has been that of most other authors 
reporting cases: it is usually possible to continue arsenical therapy with 
precautions. If the nitritoid reaction occurs, care in giving the injec- 
tions, with the judicious use of epinephrine, may be necessary, and 
occasionally injections of dextrose seem to prevent the severer gastro- 
intestinal reaction. 

CONCLUSIONS 


1. The early acute arsenical erythema is a clinical entity which 
should be differentiated from the later edematous exfoliative dermatitis. 

2. The mechanism of the early reaction is unknown but may be a 
response of the autonomic nervous system to arsenic. 


3. Neither the dose nor the type of trivalent arsenic nor the mode of 
injection seems to influence the reaction. 

4. The spacing of treatments has no appreciable affect on the occur- 
rence of the reaction. 

5. Neither blood counts nor tests of hepatic function give any definite 
clues as to the nature of the reaction. 

6. Proof of the existence of antibodies by passive transfer is lacking. 

7. In uncomplicated early erythema subsequent therapy is not always 
well tolerated, but the difficulties encountered can usually be overcome. 

8. No definite criteria are as yet available for determining in advance 
which patients will have nitritoid or gastrointestinal reactions to further 
treatment. Intradermal and patch tests are useless for this purpose. 

9. It seems advisable to stop treatment with arsenic during the early 
erythema and not to resume it until all signs of the reaction have dis- 
appeared. When the arsenical therapy is again instituted, the dose 
should be reduced and increased according to the patient’s tolerance. 


601 West One Hundred and Thirteenth Street. 
104 East Fortieth Street. 





Clinical Notes 


A SIMPLE DEVICE FOR FORMING SOLID 
CARBON DIOXIDE 


CHARLES L. Scumitt, M.D., PittspurGH 


The accompanying photograph represents an uncomplicated piece of apparatus 
for making solid carbon dioxide in stick form. It consists of a solid block of 
seasoned hardwood measuring 2% by 6 by 8 inches (6.4 by 15.2 by 20.3 cm.), 


Device for molding solid carbon dioxide. 


with holes ranging from % to 134 inches (1.3 to 4.5 cm.) in diameter and so 
spaced that any one can be used without the surrounding pestles being disturbed. 
The pestles are flanged so that they will not fall through when the block is 
lifted to push out the molded stick of solid carbon dioxide. 

Some dermatologists prefer actual application of the solid carbon dioxide to 
the piece of metal found on most commercial apparatus. It was because of my 
inability to secure such a piece of apparatus that I resorted to this simple device, 
which can be made in any wood shop. 


From the Pittsburgh Skin and Cancer Foundation, Lester Hollander, M.D., 
Medical Director. 





Minor Notes 


A CREAM MODIFICATION OF THE BENZYL 
BENZOATE TREATMENT FOR SCABIES 


Leon GotpMAN, M.D., CINCINNATI 


Experience has shown that benzyl benzoate lotions are truly an excellent remedy 
for scabies.1 Contrary to the reports from Europe about the freedom from 
irritation following the use of benzyl benzoate mixtures, there have been observed 
mild irritations of the skin, supposedly from the soft soap, and in sensitive people 
an uncomfortable burning feeling from the alcohol. The substitution of hard 
soap flakes for the soft soap made the mixture seem more comfortable to patients. 
On a few patients recently sulfonated oil mixtures have been tried. These solutions 
showed a flocculent precipitate, and they did not dry well on the skin. The 
factor of irritation in the latter mixtures could not be judged, because only a 
few patients were treated. To prevent these irritations and to provide for the more 
rapid drying of the mixture, Touraine and Leroux ? have proposed the following 


formula for a cellulose cream: : 
Grams 


Benzyl benzcate teen rs: Pr a ae ... 300 
Hydrous wool fat bs igi See Ate Oe 
Distearate ethylene glycol. 

Methyl cellulose 

Water 


The benzyl benzoate, then, makes up approximately 30 per cent. This salve is 
white, homogeneous and soft and does not soil the clothes. I have modified the 
prescription a bit, chiefly because some of the materials I use are easier to obtain. 
Through the efforts of a local druggist the following formula, in the amount 


usually required for one course of treatment, was made up: C 
rams 


Benzyl benzoate 

Hydrous wool fat 

Glyceryl monostearate 

Cellulose 

Water 

Triethanolamine 

Carbitol (ethyl diethylene glycol ) 


This modified mixture is made up by the method of Touraine and Leroux.’ 
First, there is prepared a hot or cold solution of cellulose in water. When mixed 


1. Kissmeyer, A.: Rapid Ambulatory Treatment of Scabies by a Benzyl 
Benzoate Lotion, Lancet 1:21 (Jan. 2) 1937. Goldman, L.: Treatment of Scabies 
with Benzyl Benzoate, Arch. Dermat. & Syph. 36:140 (July) 1937. 

2. Touraine, A., and Leroux, H.: Traitement de la gale par le benzoate de 
benzyle en pommade cellulosique, Bull. Soc. franc. de dermat. et syph. 45:831 
(May) 1938. 
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|, the solution, of course, requires a longer time. The benzyl benzoate, 
rous wool fat, glyceryl monostearate, triethanolamine and carbitol are warmed 
gently and when lukewarm added to the cellulose mixture. All this is then gradually 
brought to boiling and then stirred vigorously while cooling. This salve also is 
of a beautiful white color and is homogeneous and stable. Perfume may be added, if 
necessary, to cover up the slight odor of the mixture. The only objection to this 
mixture is the cost of preparation, slightly more than that of the benzyl benzoate 
otion and, of course, much more expensive than the various sulfur ointments. 
[he percentages of hydrous wool fat, of glyceryl monostearate and of cellulose may 
he varied to produce a cream of different flexibilities and to alter the drying 
time. The technic of application is essentially the same. First, the patient 
takes a hot bath with ordinary toilet soap. After the bath the skin is dried well, 
it not vigorously, and the cream is rubbed all over. After the cream is dry the 
skin has a drawing or thickening feeling. There is no burning or smarting. After 
t has dried, the patient puts on clean, noninfested clothes. In four or five hours 
little flakes of dried salve come off. The next morning the skin is entirely dry. 
It is not absolutely necessary to take a bath the next morning, because the salve 
may have disappeared entirely from the skin. Clean clothes are worn. Touraine and 
l.eroux said that it does not produce any eczematization and when that exists 
loes not aggravate it. They claimed also complete healing on the second day 
in 52 per cent of cases. For mild scabies (gale légére), usually the “scabies of 
the well to do,” only one treatment is necessary. In a few cases of infected scabies, 
this benzyl benzoate cream did not aggravate the infection. Four or five applica- 
tions were given, and no relapses or dermatitis occurred. In a series of Touraine 
ind Leroux,? 17 of 28 cases of secondarily infected scabies were followed. In 6 
cases the condition had cleared by the third day, in 1 by the ninth day, the second 
date of examination. In 8 cases slight eczematization developed, clearing in a few 
days in 7 and in a little more than a week in 1. There were 2 failures. When it is 
remembered that these were cases of infected scabies treated apparently during 
the active stage of superimposed infection, the figures on irritation are rather low. 
There is no doubt that benzyl benzoate clears scabies more rapidly and com- 
fortably than the older forms of therapy. Kissmeyer * reported benzyl benzoate 
treatment of 3 to 4,000 patients a year with not more than 5 per cent relapses. 
He emphasized that it is difficult to differentiate between relapse and reinfestation 
and stated that he insists on treating the entire family or entire household, even 
f only 1 person presents definite scabies. 


CONCLUSION 


Benzyl benzoate therapy of scabies has been proved effective, rapid acting, 
comfortable and clean. The cellulose cream modification of Touraine and Leroux 


is a definite improvement over the older benzyl benzoate lotions. 


Carew Tower. 
3. Kissmeyer, A.: Traitement de la gale par le benzoate de benzyle, Bull. 
Soc. franc. de dermat. et syph. 45:1348 (July) 1938. 





Correspondence 


SYMMETRIC ERYTHEMA OF THE SOLES 


To the Editor:—In reference to the interesting paper “Symmetric Erythema 
of the Soles” by J. M. Hitch and Robert F. Hansen (Arcn. Dermat. & Sypu, 
38:881 [Dec.] 1938), permit me to report a case of similar involvement the cause 
of which I have been able to determine: 


REPORT OF A CASE 

X. Y., a workman aged 42, was admitted to a special clinic for diseases of the 
digestive tract, suffering from ulcus ventriculi. He was kept in bed and under- 
went the regular treatment. About a fortnight later he observed an unusual color 
of the soles and occasional slight itching. One week later he was seen by me. 
I found both soles to be bluish red, especially in the central parts, the borders 
being more pinkish. There was no vesiculation, scaling or hyperhidrosis. The 
inner parts of the soles showed a semicircular area which was slightly discolored. 

Since etiologic investigations revealed that neither food nor medicaments could 
be involved, some external cause seemed likely. Subsequent inquiries showed that 
about a fortnight before the patient had acquired a new pair of cloth slippers with 
soles made of brownish leather. The patient used to wear the slippers without 
stockings when he left the bed. 

I made a diagnosis of dermatitis venenata due to chromic acid, with which the 
leather had been tanned. After removal of the slippers the disease disappeared 
without local treatment. 

I should advise the aforementioned authors to consider a similar connection in 
their cases before coining a new name for the eruption they observed. 


G. A. Rost, M.D., Berlin, Germany. 


RINGWORM OF THE ADULT SCALP 


To the Editor:—In reporting a case of kerion Celsi in the scalp of an adult 
(ArcH. Dermat. & SypH. 39:434 [March] 1939), Dr. Joseph A. Benson stated: 
“This is the fourth case to be reported in the American literature of kerion of 
the adult scalp and the sixteenth of either the kerionic or the superficial type 
of ringworm in which the diagnosis was proved by culture or microscopic exami- 
nation.” According to him the last report prior to his was in 1927, by C. L. 
Cummer (Tinea Capitis with Kerion in an Adult, ArcH. Dermat. & Sypu. 36: 
844 [Oct.] 1927). 

I wish to comment that in 1938 Dr. E. Muskatblitt and I (Tinea Capitis in 
an Adult, New York State J. Med. 38:803 [May 15] 1938) reported tinea capitis 
in a 51 year old woman in whose case the diagnosis was made by microscopic 
and cultural examinations. The causative organism was Microsporon lanosum. 

In reporting our case we did not review the literature, and I do not know 
the exact number of such cases that have been reported. However, if Dr. Benson 
did not overlook other reports, his case would be the seventeenth. I am sure 
that the omission of our case by Dr. Benson was unintentional. 


H. V. MeNveELsoHN, M.D., New York. 
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Abstracts from Current Literature 


Epitep BY Dr. HERBERT RATTNER 


CONSIDERATION OF PHENOMENON OF PURPURA FOLLOWING SCARLET Fever. M. J. 

Fox and Norspert Enzer, Am, J. M. Sc. 196:321 (Sept.) 1938. 

\lthough purpura associated with scarlet fever is rare, the authors report 
{ cases of purpura following scarlet fever and review the postmortem data in 2 
others. Thrombopenia does not appear to be a factor in the production of the 
purpura. Purpura did not occur in the reported cases prior to the scarlet fever. 
The authors conclude that sensitization of the capillary endothelium by the scarlet 
fever toxin affords a reasonable explanation for the purpura, since the scarlet 
fever toxin strongly affects capillary endothelium. 


CuHronic LEUKEMIA: STUDY OF INCIDENCE AND Factors INFLUENCING DURATION 

oF Lire. Byrp S. LEAvEtt, Am. J. M. Sc. 196:329 (Sept.) 1938. 

Leavell reviews the records of 87 patients with chronic myelogenous leukemia 
ind 49 with chronic lymphogenous leukemia. For 9 patients with lymphogenous 
leukemia with specific lesions of the skin, the average duration of life after the 
onset of symptoms was three and five-tenths years, as compared with three and 
forty-five hundredths years for the whole group of 49. The average duration of 
life after diagnosis was one year for the 9 with cutaneous lesions and one and 
six-tenths years for the 40 without lesions of the skin. The average duration of 
life after the onset of symptoms in the patients with chronic myelogenous leukemia 
was three and two-tenths years. 

Severe anemia was associated with a shorter duration of life in both types of 
leukemia. In myelogenous leukemia relatively low leukocyte counts and bleeding 
were also unfavorable signs. As aforementioned, the presence of specific cutaneous 
lesions was not associated with any appreciable difference in the course of the 
disease. 


PAROXYSMAL HEMOGLOBINURIA, WITH Report oF Case. C. P. Howarp, E. S. 
Mitts and S. R. Townsenp, Am. J. M. Sc. 196:792 (Dec.) 1938. 


The authors report an instance of paroxysmal hemoglobinuria. The patient 
had syphilis, as most such patients have, and antisyphilitic therapy was apparently 


uccessful j sstinge the course of — A 
successful in arresting the course of the disease. Lyncu, St. Paul. 


QUANTITATIVE PROVOCATIVE REACTIONS IN NORMAL AND SYPHILITIC SERA FoL- 
LOWING INJECTION OF NEOARSPHENAMINE. C. W. Barnett, G. V. KuLCHAR 
and R. B. Jones, Am. J. Syph., Gonor. & Ven. Dis. 22:712 (Nov.) 1938. 
Twenty-four and forty-eight hours after the injection of neoarsphenamine the 

reagin content of the serums of syphilitic and nonsyphilitic subjects, as measured 

by the Kline test, was definitely increased. 

Since the injection of neoarsphenamine produces an increase in reagin-like 
substances in nonsyphilitic serum, the provocative reaction is unreliable and should 
not be considered diagnostic of syphilis. 


TREATMENT OF TABETIC LIGHTNING PAINS WITH THIAMIN CHLORIDE. P. F. 
Metitpr, Am. J. Syph., Gonor. & Ven. Dis. 23:1 (Jan.) 1939. 


On the theory that the lightning pains and paresthesias of tabes dorsalis may 
be due to peripheral neuritis, the author undertook a therapeutic trial of thiamin 
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chloride, the antineuritic component of vitamin B, in this condition. Six tabetic 
patients obtained relief from their intractable lightning pains after intravenous 
injection of thiamin chloride when standard antisyphilitic treatment had been 
ineffectual. The matters of dosage and frequency of administration are yet to be 
determined. The author suggests that the pathogenesis of tabes may depend on 
dietary deficiency, possibly vitamin B deficiency, in patients with previously 
existing neurosyphilis. 


Stupies IN BisMUTH THERAPY OF SypHILIs. J. A. KotmMerR, H. Brown and 

A. M. Rute, Am. J. Syph., Gonor. & Ven. Dis. 28:7 (Jan.) 1939. 

This is an extensive article dealing with a comparative study in lower animals 
of the toxicity, absorption and excretion and therapeutic effectiveness of thirteen 
bismuth compounds employed in the treatment of syphilis in the United States 
The authors conclude that the majority of bismuth compounds commonly employed 
are acceptable for the treatment of syphilis, but it appears that the dosage and 
frequency of administration require further investigation and revision for the 
maintenance in the system over sufficient periods of adequate elemental bismuth 
for the maximum therapeutic effectiveness consistent with the lowest toxicity. 


HEMORRHAGIC ENCEPHALITIS IN PREGNANCY FOLLOWING ANTISYPHILITIC THER 
APY WITH NEOARSPHENAMINE. S. S. PALEY and N. PLESHETTE, Am. J. Syph., 
Gonor. & Ven. Dis. 23:69 (Jan.) 1939. 

Hemorrhagic encephalitis is one of the rarest complications of arsphenarnin¢ 
therapy. One hundred and fifty-eight cases have been reported in the literature 
since 1911. Males are slightly more frequently affected, but of the females over 
70 per cent have been pregnant. 

The author reports 1 case with autopsy observations. He emphasizes the 
following points in the prevention of hemorrhagic encephalitis : 

1. Small doses of neoarsphenamine should be used during the first course of 
treatment, especially in the treatment of syphilis in pregnancy. 

2. The patient should be impressed with the importance of immediately report- 
ing the onset of headache, dizziness and body pains. 

3. As the pathologic character of hemorrhagic encephalitis is that of capillary 
hemorrhage, it is possible that drugs like snake venom and calcium preparations, 
which are effective in purpura haemorrhagica, may be of value. 


MAPHARSEN AS SUBSTITUTE FOR NEOARSPHENAMINE IN AGRANULOCYTIC ANGINA 
FOLLOWING NEOARSPHENAMINE THERAPY IN PREGNANT SYPHILITIC WOMAN 
M. GotpserGc, Am. J. Syph., Gonor, & Ven. Dis. 23:79 (Jan.) 1939. 


The author adds to the literature a case in which mapharsen was well tolerated 
by a patient in whom a blood dyscrasia had developed after administration of 
neoarsphenamine. 


ALTERATIONS IN SERUM PROTEINS IN LYMPHOPATHIA VENEREA. M. E. Howaro, 
A. J. E1tseNnMAN and M, J. Strauss, Am. J. Syph., Gonor. & Ven. Dis. 
23:83 (Jan.) 1939. 


Alterations in the serum protein with hyperproteinemia, reduction in albumin, 
increase in globulin and lowering and reversal of the albumin-globulin ratio are 
found in two groups of conditions associated with a positive Frei test, recently 
infected active inguinal adenitis and late chronic recurrent infection. Active 
syphilis tends to accentuate these findings. The serum protein returns to normal 
with healing of an active lesion due to lymphogranuloma venereum. The prog- 
nostic value of the serum protein in active or regressing disease is discussed. 


Reuter, Milwaukee. 
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Borck’s SARCOID: REPORT OF CASE, WITH CLINICAL DIAGNOSIS CONFIRMED AT 
Autopsy. JACK SPENCER and SHIELDS WarreEN, Arch. Int. Med. 62:285 
(Aug.) 1938. 

Spencer and Warren describe a case of Boeck’s sarcoid with lesions in the 
lung, skin, liver, spleen, myocardium, lymph nodes, trachea, thyroid gland and 
kidney. Microscopic study at autopsy showed extensive and characteristic changes. 


OrAL RAGWEED POLLEN THERAPY: CLINICAL RESULTS OF EXPERIMENTS ON 
GASTROINTESTINAL ABSORPTION. THEODORE B. BERNSTEIN and SAMUEL M. 
FEINBERG, Arch. Int. Med. 62:297 (Aug.) 1938. 

A group of 20 patients with hay fever and asthma due to ragweed were given 
oral doses of pollen extracts. Eighteen were not benefited, and 2 obtained moderate 
benefit. On experimentation with nonallergic subjects, the authors found prac- 
tically no absorption of pollen or extract administered orally. 


FatAL ANAPHYLACTIC SHOCK IN MAN. JOSEPH ZISKIND and HeErpert J. 
SCHATTENBERG, Arch, Int. Med. 62:813 (Nov.) 1938. 

Ziskind and Schattenberg report an example of fatal anaphylactic shock fol- 
lowing the second intravenous injection of typhoid vaccine. The pathologic changes 
are described in detail, and the authors suggest that capillary dilatation, especially 
of the liver, resulted in a fall in blood pressure and cardiac failure. 


CoccipIowES INFECTION (Coccip1ompomycosis): II. Primary Type OF INFECTION. 
Ernest C. Dickson and Myrnte A. Grrrorp, Arch. Int. Med. 62:853 (Nov.) 
1938. 

A series of cases is presented in proof of the theory that coccidioidal granu- 
loma is not a disease entity but a late progressive or secondary phase of an infec- 
tious disease (“valley fever”) which is caused by the fungus Coccidioides. The 


name coccidioidomycosis is suggested to include all types of infection with the 
fungus Coccidioides. In valley or desert fever the initial symptoms resemble 
influenza, bronchitis or pneumonia and are followed by an outbreak of erythema 
nodosum. In some cases there is no eruption of erythema nodosum. 


PULSATING ANGIOMA (GENERALIZED TELANGIECTASIA) OF SKIN ASSOCIATED WITH 
Hepatic DiseASE. Donatp H. WILLIAMS and ALsert M. SNELL, Arch. Int. 
Med. 62:872 (Nov.) 1938. 

Williams and Snell review 15 reported cases and report 6 additional instances 
of cutaneous angioma associated with hepatic disease, which was chronic and 
usually was of the cirrhotic type. Syphilis was present in 2 of the cases. 

The eruption usually precedes the hepatic disturbance. The cutaneous lesion 
resembles naevus araneus but is usually larger, and pulsation of the central 
eminence is demonstrable. The lesions are most numerous on the face, oral and 
nasal mucosa and hands. Microscopic study suggests that they are primarily 
angiomatous and have a border of radiating telangiectatic vessels. 

The authors regard this eruption as identical with that of hereditary hemor- 


rhagic telangiectasia. 


TREATMENT OF ACNE VULGARIS WITH TESTOSTERONE PROPIONATE. MATTHEW 
Motitcn, Endocrinology 23:803 (Dec.) 1938. 
3ecause of J. B. Hamilton’s report of improvement of acne after the use of 
testosterone acetate, 12 young men with various types and degrees of acne vul- 
garis were treated with intramuscular injections of testosterone propionate over 
a period of three months. Ten similar patients given injections of a bland oil 
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served as controls. The degree of improvement was about equal in both groups 
being slightly greater in the control group, Seven additional patients were treated 
locally with an ointment containing testosterone propionate, with similar results 
The authors conclude that acne vulgaris may be relieved by this product if a; 
associated hypogonadism is present but note that the high percentage of improv: 
ment obtained in both groups suggests that a marked psychogenic element was 


present. Lyncu, St. Paul. 


ACTINOMYCOTIC MENINGITIS WITH PRIMARY Focus IN Fincer. D. B. Morrtso» 

A. A. Humpurey and J. E. Batmey, J. A. M. A. 110:1552 (May 7) 1938. 

A white boy aged 12 years eight weeks prior to observation had received an 
injury to the left index finger while working in an onion field. <A felon-like 
lesion developed at this site and was incised. ‘Tumors developed in the left cubital 
space and on the right calf. Symptoms of meningitis included pain in the occipital 
region, neck and back, loss of weight, anorexia and vomiting. Remissions occurred 
during which the patient appeared to be improving. The spinal fluid was under 
pressure and yielded a high cell count, but no organisms were demonstrated. 
Granules of sulfur were noted in the pus from the dermal lesions. Wet prepara 
tions made post mortem from pus taken from the brain contained numerous 
mycelial filaments. Morrison, Humphrey and Bailey point out that the meningiti: 
form of actinomycosis is often characterized by comparative well-being with pro 
found changes in the spinal fluid. 


RHINOSPORIDIOSIS IN UNitep States. G. T. CALDWELL and J. D. Roserts, 

J. A. M. A. 110:1641 (May 14) 1938. 

Caldwell and Roberts report the case of a white boy aged 16 who complained 
of nosebleed for three months. A small polypoid mass attached to the right side 
of the nasal septum had first been noticed two months previously. Histologic 
study of the lesion revealed edematous vascular fibrous tissue in which were 
scattered many spherical encapsulated cystlike structures varying in diameter 
from 40 to 300 microns. These were considered to represent various stages in th 
development of Rhinosporidium seeberi. Only 6 previous cases in the United 
States have been reported. 


GENTIAN VIOLET AS THERAPEUTIC AGENT, WITH NOTES ON CASE OF GENTIAN 
VioLcet Tatroo. R. L. Sutton Jr. J. A. M. A. 110:1733 (May 21) 1938. 
Sutton calls attention to the manifold uses of methylrosaniline (gentian violet) 

in the treatment of cutaneous diseases. Since 1912, when Churchman and Michael 
reported on its lethal effect on gram-positive micro-organisms, many reports have 
appeared of laboratory and clinical investigations of the dye. It is cheap, is non- 
irritating in the aqueous solution and may be combined with other drugs. It has 
been found useful by Sutton in the treatment of monilial infections, impetigo and 
other staphylodermas, Vincent’s angina, ulcers of the leg, ulcers following third 
degree burns and certain types of dermatophytosis. Sutton observed 2 instances 
of tattoo following its application to granulations. 


DERMATITIS FROM USE oF Dry SuHAverS. H,. SuHettow, J. A. M. A. 110:1748 
(May 21) 1938. 


Three patients who used a dry shaving method had eczematous rashes on the 
shaved skin. The eruptions were considered by Shellow to have been produced 
essentially by the increased traumatization contingent on the use of a dry shave 
when a close shave is attempted. He also considered the possibility that the lack 
of preparation, which might lead to failure to wash the skin, would increase the 
likelihood of infection. Lewis, New York. 
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CTION OF STOOLS AND ITS RELATION TO DISEASES OF SKIN. R. AITKEN, 
Brit. J. Dermat. 51:13 (Jan.) 1939. 


[he normal stool should be faintly acid. If it is neutral or alkaline an abnormal 

inge is taking place, and the absorption of the abnormal product may provoke 
taneous disease. In 100 cases Aitken attributes a cutaneous eruption to changes 

iy the bowel. He cites several cases of pruritus ani and urticaria which improved 
en the stool was rendered acid. No definite clinical type of dermatitis affected 
group of patients; apparently most of them had nondescript dermatitis. 


Baztn’s DISEASE. JOHN KINNEAR, Brit. J. Dermat. 51:18 (Jan.) 1939, 

A case of Bazin’s disease with three year cure after bilateral lumbar ganglio- 
nectomy is described. The lesions had a tuberculous structure, but tubercle bacilli 
were not demonstrated. It is suggested that two factors are necessary for the 
production of typical Bazin’s disease, circulatory stagnation and the action of a 
tuberculous toxin. 


Two FAMILIES SHOWING HEREDITARY ECTODERMAL DystrRopHies. C. HARDWICK, 
Brit. J. Dermat. 51:24 (Jan.) 1939, 


Two families are discussed, the first with hyperkeratosis subungualis and the 


second with hypotrichosis et dystrophia unguium. Bosemme Chicano 
ATTNER, ago. 


CuTANEOUS FAMILIAL INFANTILE GANGRENE. JESUS URUENA, Bull. Soc. de 

dermat. et syph. 45:864 (May) 1938. 

Gangrene of the skin of infants has been described under numerous titles, the 
multiplicity of which indicate the diverse causes of the condition. Gangrene of 
infants, in contrast to that of adults, is rarely on a strict vascular basis and is 
not especially localized to the extremities. Infantile gangrene is usually due to 
microbic infection from without or within the body (septicemia). In general there 
are two varieties : 

1. Primary.—This type occurs most often in cachectic subjects, such as those 
with enteritis, suppurations or tuberculosis. It frequently begins with hemorrhagic 
bullae which become gangrenous, as deep nodules or as ordinary impetigo. The 
buttocks, thighs and neck are favorite sites. The usual course is characterized by 
fever, diarrhea, vomiting, convulsions and death. Various bacteria may be causa- 
tive (streptococci, staphylococci, Proteus vulgaris, Bacillus perfringens or Bacillus 
ramosus). 

2. Secondary.—This type accompanies eruptive diseases, such as variola, vari- 
cella, measles, urticaria, mycoses, leukemia, erythema nodosum and erysipelas, in 
infants of low resistance. The patients are frequently tuberculous or syphilitic. 
\lmost always the prognosis is grave. The author reports 2 cases of cutaneous 
gangrene, the patients being brother and sister. The condition was classed in 
the first group and in each instance was preceded by enteritis. 


OBSERVATIONS ON THE FLORA OF THE HEALTHY SKIN. C. FLANDIN and L. 
Ducuon, Bull. Soc. de dermat. et syph. 45:982 (June) 1938. 


The authors drew the following conclusions: 1. Diphtheroids are rarely found. 
2. Staphylococci are always found on normal skin (morococci and Staphylococcus 
albus). Staphylococcus citreus was isolated in only 4 per cent of the cases. 
Staphylococcus aureus is never found on healthy skin but occurs in patients 
having pyoderma of various types. 3. The presence of streptococci on normal 
skin is controversial. The authors never found hemolytic streptococci and found 
the nonhemolytic type only rarely, 
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BENIGN Micropic INSULAR GANGRENE OF THE SKIN. A. TOURAINE, E. Lortar- 
Jacos and Néret, Bull. Soc. de dermat. et syph. 45:1022 (June) 1938, 

The authors call attention to a special type of cutaneous gangrene which they 
term the benign insular type. They state that it is not exceptionally rare and 
that, although it occurs at all ages, it is most frequent after the age of 50. This 
type of gangrene has a spontaneous onset as a rule in healthy persons. Sometimes 
there is a history of minor injury. It may occur on the trunk but has a special 
predilection for the lower extremities. The earliest lesion is a small erythematous 
macule, which enlarges slowly within four or five days to form a black gangrenous 
plaque surrounded by a cyanotic areola. It is not painful and is accompanied 
with only mild general symptoms. Adenitis is inconstant. The gangrenous area 
usually attains a size of 2 to 6 cm. and is adherent to the underlying tissues 
Sloughing occurs, leaving an ulcer which heals with a superficial scar in three to 
six weeks, There may be two or three areas of gangrene. 

The general health remains good. Disturbances in circulation, syphilis, dia- 
betes and albuminuria apparently play no role in the causation. The authors 
state that the cause is banal bacteria, such as staphylococci, streptococci, colon 
bacilli or Bacillus proteus. 

Three illustrative cases are briefly described. LAYMON, Minneapolis, 


EXPERIMENTAL INVESTIGATION OF TOXIC SUBSTANCE IN DERMATITIC SKIN 

I. MryaKeE and T. Ozakt, Jap. J. Dermat. & Urol. 44:83 (Sept. 20) 1938 

The experiments of the authors indicate that the toxic substance present in the 
skin of rabbits affected with dermatitis when injected subcutaneously into healthy 
rabbits influences the content of fatty acids and of cholesterol in their blood 
serum. The so-called G substance, which is obtained by precipitation of the 
extract of dermatitic skin with sulfuric acid, was found to produce the same quan- 
titative changes in the fatty acids and the cholesterol of the serum of healthy 
rabbits as were observed in rabbits with experimental dermatitis. The authors 
believe, therefore, that the “G” substance is mainly responsible for these changes 
in the serum of rabbits affected with experimental dermatitis. 


Tissue RESPIRATION OF Rat Liver IN SERUM OF RABBITS WITH DERMATITIS. 

T. YAMAMURA, Jap. J. Dermat. & Urol, 44:89 (Sept. 20) 1938. 

The author measured, according to the method of Warburg, the respiration 
of rat liver in blood serum taken from rabbits with experimental dermatitis. It 
was found that, compared with normal serum, the serum from dermatitic rabbits 
increased considerably the tissue respiration, particularly when the serum was 
taken during the subacute stage of the dermatitis. It is uncertain yet if the sub- 
stance contained in the serum of dermatitic rabbits which is responsible for the 
increase in the respiration of rat liver originates from the inflamed skin or is 
produced in some other organ. 


TAKATA REACTION IN LYMPHOGRANULOMA VENEREUM. T. IsHIzUKA, Jap. J. 
Dermat. & Urol. 44:90 (Sept. 20) 1938. 
In 130 cases of lymphogranuloma venereum studied by the author there was 
a positive Takata reaction at the height of infection. This test indicates disturbance 
of metabolism and of hepatic function and may be used for determining the 
prognosis. 


DERMATOLOGIC AND URoOLoGic INVESTIGATIONS IN Five CASES OF BOURNEVILLE- 
Princte PHacomatosts. T. KAwAmurRA, Jap. J. Dermat. & Urol. 44:91 
(Sept. 20) 1938. 

Because of the association of tuberous cerebrosclerosis with adenoma sebaceum 
the author uses the name Bourneville-Pringle phacomatosis, as Bourneville 
described tuberosclerosis of the brain in 1890. The name phacoma was given 
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Van der Hoeve to benign hamartoma mostly of congenital origin and located 
only in the skin but in other organs of the body. 
Five cases are reported of this disease. In 1 case a tumor was discovered in 
left kidney by pyelographic study and was surgically removed. Histologically 
tumor consisted of hamartomas of different sizes and properties. They were 
iinly leiomyomas which contained a small number of immature cells, proliferated 
it tissue and blood vessels with thickened walls. This histologic picture is usually 
en in the renal tumors observed in this disease. In 3 other cases pyelographic 
tudy also showed abnormal changes. Pneumoencephalographic examination 
evealed in 1 case tumors of the ventricles with calcification, a decided shadow in 
region of the corpora geniculata and corpus striatum and tuberous cerebral 
ortex. Ophthalmologic examination showed in 2 cases typical phacomas and in 
white spots only. In 1 case the bones of the hands and feet showed coarse 
trabecular structure, abnormal thickening and lamellation of the substantia com- 
pacta and cystic formation. In 4 cases spina bifida was present. 


Viscosity, REFRACTION CONSTANT, PROTEIN CONTENT AND ALBUMIN-GLOBULIN 
(JUOTIENT IN LYMPHOGRANULOMA VENEREUM. T. ISHIZUKA, Jap. J. Dermat. 
& Urol. 44:113 (Oct. 20) 1938. 


[he blood serum of patients with lymphogranuloma venereum shows an increase 
in the total protein at the beginning of the illness, which reaches a maximum at the 
height of the infection and then returns to normal. This variation in the amount 
of total protein depends on the globulin content. The viscosity of the serum shows 
similar variation, but more rapid than that of total protein. The albumin-globulin 
ratio is frequently abnormal because of increase in the globulin and runs parallel 
to the course of the illness. 


I. XPERIMENTAL INVESTIGATION OF ToxIC SUBSTANCE OF DERMATITIC SKIN: V. 
INFLUENCE OF EXTRACT OF DERMATITIC SKIN ON ToTaL NITROGEN, TOTAL 
PROTEIN AND NONPROTEIN NITROGEN OF BLoop SeruM. I. Miyake, K. 
YosHIOKA and T, Ozak1, Jap. J. Dermat. & Urol. 44:113 (Oct. 20) 1938. 


The experiments of the authors with rabbits indicate that the dermatitic skin 
contains certain substances which produce a change in the amounts of total 
nitrogen, total protein and nonprotein nitrogen of the blood serum. The “G” sub- 
stance (which is obtained by precipitation of the skin extract with sulfuric acid) 
is increased in dermatitic skin compared with normal rabbit skin not only in 
quantity but in intensity of effect. The “A” substance (which is obtained by 
removing the “G” substance from the protein of the skin) in dermatitic skin is 
increased in amount but has the ‘same intensity of effect as in normal skin. 
[he experiments indicated that a new substance is present in the dermatitic skin 
which was not present in normal skin. Diminution of total nitrogen and of total 
protein nitrogen in the blood serum of dermatitic rabbits is the result of the action 
of toxic substances, particularly of the “G” substance. The increase in nonprotein 
nitrogen must be due to other unknown factors. 


V ULVOVAGINITIS BLASTOMYCETICA INVOLVING SKIN AND URINARY BLApDpDER. M. 
Sato, Jap. J. Dermat. & Urol. 44:140 (Oct. 20) 1938. 


The author reports the case of a diabetic woman aged 60 in whom an erup- 
tion developed on the genitals, perineum and perianal region, involving the mucous 
membrane of the fornix vaginae. There was also involvement of the urinary 
bladder, producing cystitis and pneumaturia. Mycologic examination revealed a 
yeast fungus resembling Monilia metatropicalis Castellani. The author assumes 
ascending infection from the skin. In spite of abundance of colon bacilli in the 
urine besides the fungi, he believes that the pneumaturia was due to the action 
of the yeast fungi, for these produced fermentation in the presence of different 
sugars. Irrigations with protein silver and silver nitrate solution were beneficial 
in clearing up the symptoms. Bioom, New York. 
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Lupus Erythematosus. Presented by Dr. H. C. L. Linpsay. 

Miss A., a white American aged 31, was first seen on Nov. 14, 1929. At that 
time she had a red slightly scaling area on the bridge of the nose and to some 
extent on the cheeks. She was given sodium gold thiosulfate intravenously in 
100 mg. doses at weekly intervals. An acute dermatitis developed after the third 
dose, and the drug was discontinued. 

After an interval the patient was given neoarsphenamine and later a bismuth 
preparation. There was no improvement from the bismuth therapy, but neoars- 
phenamine seemed to help for a time. The condition never cleared satisfactorily, 
however. Reports by L. W. Shaffer (Role of Streptococcus in Etiology of Pem 
phigus, Lupus Erythematosus and Erythema Group of Hematogenous Dermatoses, 
J. Michigan M. Soc. 36: 292-297 [May] 1937) and by L. Forman (Diseases of 
Skin Due to Streptococcal Infection: Some Observations on Intradermal Tests 
in Erythema Multiforme and Lupus Erythematosus, Guy’s Hosp. Rep. 81: 110-115 
{Jan.] 1931) suggested to me the use of sulfanilamide. Ten grains (0.65 Gm.) was 
given four times a day. In a short time a dermatitis developed, and admin- 
istration of the drug had to be stopped. After the subsidence of the dermatitis 
the lupus had disappeared but recurred in two or three months. With some mis- 
givings about administering sulfanilamide again after its production of dermatitis 
and anemia, I decided to try it in smaller doses. Five grains (0.32 Gm.) was 
given four times a day. As a result the patient is free from her lupus erythema 
tosus, is in better general health and up to this time has not had any dermatitis. 
The blood picture has not been unfavorably affected. 


DISCUSSION 


Dr. STANLEY CHAMBERS: It has been proved that sulfanilamide in doses pro 
ducing the proper concentration in the blood has a most beneficial effect on acute 
lupus erythematosus. There is apparently no effect on the more fixed types. 
I should question the therapeutic effectiveness of a dose of 20 grains (1.29 Gm.) 
of sulfanilamide per day for this patient. 


Chronic Dermatitis Simulating Lupus Erythematosus. Presented by Dkr. 
H. C. L. Lirnpsay. 


M. L., a white woman aged 26, of Mexican-Spanish descent, states that her 
general health is good. She has an eruption which began when she was about 
3 years old and consists of erythematous scaling on the nose, cheeks and upper 
lip. The skin is mottled with hyperpigmentation and thickening. At times the 
areas are moist. There is no scarring. The affected parts are photosensitive. 
Although the location is that of lupus erythematosus, I have not made this diag- 
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isis. She has shown improvement from three doses of sodium gold thiosulfate. 
rhe doses have been 25 mg., 50 mg. and 100 mg., respectively, for the past three 
eeks. 
DISCUSSION 

Dr. SAMUEL Ayres Jr.: I think I treated this patient a number of years ago 
in one of the clinics. She seems to have a peculiar allergic disturbance with light 
ensitivity. The distribution differs from that of lupus erythematosus. She states 
that the condition always “flares up” when she goes into the sun. There is a 


trong element of photosensitivity, but I am sure I do not know what is back of it. 


Dr. SAUL S. Ropinson: I think the patient has lupus erythematosus. There 
are a few lesions on the chest which appear characteristic of this disease. 

Dr. Netson PAut ANDERSON: I believe she has an actinic dermatitis simulat- 

lupus erythematosus. 

Dr. L. F. X. Witue_tm: I agree with the diagnosis of dermatitis actinica on 
a basis of photosensitivity, and I feel that a histologic examination is in order. 

Dr. H. C. L. Linpsay: I gave her sodium gold thiosulfate on the hypothesis 
that the disease represented photosensitivity of an obscure nature like that fre- 
quently seen in Mexicans. The few doses of the gold salt given her have improved 
her condition greatly. 

Dr. KENDAL Frost: It would be interesting to see this patient next month, 
to note what result has been achieved with the gold therapy. 


Hydroa Vacciniforme. Presented by Dr. Netson PAUL ANDERSON. 
F. S., a white man aged 28, states that he never had any trouble with his skin 


until four years ago, when an eruption began on the backs of his hands. This 
occurred soon after he began to work in alfalfa fields. He says his hands are better 
when he is not working with alfalfa. The lesions begin in abraded and trauma- 
tized areas and have resembled impetigo. On several occasions ammoniated 
mercury has been prescribed. At present many milia-like lesions are present on 
the backs of the hands, at the sites of former lesions. When first seen, on Aug. 
25, 1938, the backs of the hands presented irregular punched-out ulcerated areas. 
There were impetiginous ulcerated areas on the wrists and elbows. The bridge 
of the nose was covered with a crusted ulcerated lesion. There was a similar 
lesion the size of a 50-cent piece on the left temple and one the size of a quarter 
on the right side of the face. The patient did not react to patch tests with alfalfa. 


DISCUSSION 


Dr. STANLEY CHAMBERS: The diagnosis of epidermolysis bullosa would seem 
more probable in my opinion. The bullae on the dorsa of the hands and fingers 
are in keeping with such an entity, and historically the lesions develop in this 
location after trauma alone. He presents no active lesions on the face at this 
time, but states that severe sunburn precipitates them in this location. I wonder 
if such a cutaneous reaction as sunburn could not be construed as traumatic and 
not as related to photosensitivity. The primary lesions and the sequelae are not 
in keeping with the diagnosis of hydroa vacciniforme. 


Dr. SAMueEt Ayres Jr.: This patient reminds me of one I presented here with 
what I thought was acquired epidermolysis bullosa (Arca. Dermat. & Sypn. 37: 
1063 [June] 1938). The lesions were much like those on the hands here. He showed 
rather inconsequential lesions on the face. Later it became apparent that he was 
definitely photosensitive, and erythematous lesions slightly suggestive of lupus 
erythematosus developed on his face. This particular patient had one or two 
abscessed teeth extracted, and when I saw him two weeks later there was 75 
per cent improvement. He still has a slight tendency to blister formation although 
the condition is greatly improved. I can conceive that this condition might belong 
in the same category as epidermolysis bullosa. In spite of the normal roentgeno- 
grams, he has one dead tooth, and I should be interested in the effect of taking 
that tooth out. 
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Dr. NELSON PAut ANDERSON: I am frank to admit that a year ago I should 
have agreed with a diagnosis of acquired epidermolysis bullosa, but today I « 
not think that diagnosis can be upheld. I believe this in spite of the fact that 
the lesions are occurring in areas of trauma and that subepidermal milia-lik: 
lesions like those in the congenital type of epidermolysis bullosa are present. In 
a recent article from the University of Chicago (Turner, W. J., and Obermayer, 
M. E.: Studies on Porphyria, Arco. Dermat. & Sypu. 37:549 [April] 1938) 
a case was presented in which the picture was a counterpart of this one—so much 
so that when I read the report I said the condition was probably epidermolysis 
bullosa. On further inquiry one finds, however, that these patients with porphyria 
also have bullous lesions in areas traumatized. The particular instance cited was 
that of a girl who played golf a good deal and carried a golf bag on her shoulder 
A huge bullous lesion developed where the strap rested. I believe the common 
conception of epidermolysis bullosa will have to undergo some change as thi 
causation is learned. My patient has two crippled legs that are continually being 
traumatized. Furthermore, both axillas have been traumatized for years by the 
use of crutches. Certainly if trauma had been the only factor, which it is in 
epidermolysis bullosa congenita, one would expect to find lesions in other areas 
of trauma, 


Panniculitis. Presented by Dr. SAMUEL AyrEs Jr. 


A. P., an Italian woman aged 46, states that she had four abscessed teeth 
removed two and one-half years ago and underwent tonsillectomy one year ago. 
Prior to the tonsillectomy she had arthritis in various joints, but she has had 
none since. “Ex-lax” was taken occasionally. 

About one year ago nodules began to appear. The first lesion was noticed on 
the upper part of the arm shortly after she returned home from the hospital 
where her tonsils were removed. Since then new lesions have developed singly 
at intervals of one to two months, and the newest lesion, on the upper part of 
the left arm, was first noticed yesterday. The lesions begin as deep-seated pea- 
sized nodules, usually painless but sometimes causing slight itching. They gradu- 
ally enlarge, and the infiltration approaches the surface, so that the skin becomes 
adherent to the underlying mass. There is no history of injections in the arms, 
except for several hypodermic injections of morphine after her tonsillectomy. The 
patient also received some injections of an estrogenic substance (estrone [theelin]) 
in the buttock about three years ago, without any ensuing reaction, and no lumps 
have developed in this area. 

There are three lesions on the upper part of the left arm, one on the upper part 
of the right arm and one on the back of the right shoulder—all on the outer aspects. 
The smallest and newest lesion is on the anterolateral aspect of the left arm near 
the shoulder and consists of a pea-sized faintly pink area, not elevated above the 
surface. Palpation, however, discloses a deep-seated pea-sized infiltration, slightly 
tender, and pinching the skin together produces a slight dimpling. Below this is 
the next youngest area, which is about three months old and consists of a slightly 
“muddy”-looking, slightly depressed and deeply infiltrated area about as large 
as a dime. The other lesion on the left arm, the one on the right arm and the 
one on the back of the right shoulder are all of about the same appearance; they 
range in size up to that of half a dollar and are dull pinkish red (taking on a 
purplish hue when the patient is cold). The areas are definitely depressed and 
possess a deep boardlike infiltration. The lesions are attached to the skin and are 
freely movable with the skin. When the skin over the infiltration is pinched up, 
the pores appear enlarged, There is no scaling, but there is a suggestion of 
atrophy. 

The newest and smallest lesion, on the left arm, was removed by means of the 
biopsy punch under procaine hydrochloride anesthesia, after which the wound was 
swabbed with 2 per cent methylrosaniline (gentian violet), and two stitches with 
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ibsorbable dermal suture material were taken. At the end of ten days the 

und appeared to be healed, and the stitches were removed, but it immediately 
eaped open, with a discharge of brownish gray pus and a few tiny oil drops. The 
latter were interpreted as derived from the patient’s own subcutaneous fat. Culture 

several types of medium revealed a bacillus somewhat irregular in size and 
shape and thought to be of the diphtheroid type. The wound was allowed to 
inulate, the only medication being with methylrosaniline (gentian violet). 

[he section of tissue showed an inflammatory reaction of the deep subcutaneous 
tissue, consisting of a round cell infiltration. A Mantoux test gave a strongly 
positive reaction with a 1: 1,000 dilution of old tuberculin; this reaction was still 
positive about ten days later. Weaker dilutions gave negative results. 


DISCUSSION 

Dr. STANLEY CHAMBERS: I feel as the presenter does, that the clinical picture 
is that of panniculitis. 

Dr. KENDAL Frost: At the meeting with the San Francisco Dermatological 
Society on February 12, 1938 (ArcH. Dermat. & Sypu. 38: 493 [Sept.] 1938), 
a case was presented with which this case has certain elements in common. Con- 
siderable discussion was aroused by that case, and the consensus was that the 
patient had probable paraffinomas or a similar reaction following an injection of 
some substance. 

Dr. SaMuEL Ayres Jr.: The inflammatory reaction seemed to be confined to 
subcutaneous tissues, with a round cell infiltration deeply situated. There seemed 
to be some infiltration around the blood vessels. One might consider the diagnosis 
of paraffinoma, but I could get no history of any injections except several hypo- 
dermic injections of morphine following a tonsillectomy. The patient and the 
physician stated that she had deep injections of estrone (theelin) three years ago, 
without any inflammatory reaction, 


Idiopathic Multiple Hemorrhagic Sarcoma (Kaposi). Presented by Dr. 

STANLEY CHAMBERS and Dr. STANLEY ANDERSON. 

B. D. M., a white man aged 51, states that in 1936 he began to have dark 
purple nodules on the left leg. These have shown a tendency to heal, but none 
of them have entirely disappeared. At this time he shows on the lower third of 
each leg several nodules of various sizes and shapes. The primary lesion is a 
bluish red nodule with moderate infiltration. The older lesions present evidence 
of hyperpigmentation and in some instances atrophy. The lesions are asympto- 
matic. A degree of edema is evident in both legs, with low grade erythema 
suggesting stasis dermatitis. 

This man’s medical examination in 1936 revealed chronic pulmonary tubercu- 
losis, chronic arthritis and arteriosclerotic heart disease. 

The pathologic report was as follows: “Under low power magnification the 
epidermis shows hyperkeratosis, acanthosis and intracellular and _ intercellular 
edema. The basal cell layer is intact throughout. The cutis is composed of 
marked cellular infiltrate, many small blood vessels and hemorrhage. Under high 
power the predominating cells appear to be spindle cells. These are roughly 
arranged in strands and whorls. There are a great number of newly formed blood 
and lymph vessels.” 

DISCUSSION 

Dr. Max J. Worrr: I agree with the diagnosis but do not see the relation 
between the lesions of sarcoma and the edema and infiltrated eruption on the legs. 
[ think the condition is an early stage of sarcoma of Kaposi. 
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Lupus Erythematosus (Lichen Planus-Like Type of Dermatitis and 
Aplastic Anemia Due to Sodium Gold Thiosulfate). Presented by 
Dr. M. M. WINTROBE (by invitation) and Dr. Francis A. ELLis, Baltimore 


L. G., a white woman aged 36, was first seen in August 1934 at the Johns 
Hopkins Hospital with discoid lupus erythematosus, for which she received weekly 
injections of sodium gold thiosulfate, the dose starting at 10 mg. and increasing 
to 25 mg. for five doses. When it was increased to 50 mg., for the seventh injec- 
tion, she complained of nausea and generalized pruritus and noted a mild derma- 
titis. Nevertheless, an eighth injection of 25 mg. was given, which made a total 
of 210 mg. administered during three months. A generalized eruption then devel- 
oped, which clinically and histologically suggested lichen planus. This disappeared 
rather rapidly. The patient felt weak, and there was marked pallor. 

Several blood counts at this time showed an average of 1,500,000 erythrocytes, 
with a mean corpuscular volume of 112 cubic microns, 2,000 leukocytes, of which 
45 per cent were myeloid leukocytes, and 50,000 platelets per cubic millimeter. 
The patient was admitted to the hospital and after five blood transfusions, many 
injections of pentnucleotide and other forms of supportive treatment there was a 
rapid but unsustained improvement in the hematologic picture. The white blood 
cell and the differential count soon returned to normal, but the erythrocyte and 
the platelet count are even at present only 4,000,000 and 180,000 per cubic milli- 
meter, respectively. 

Microscopic examination of a section from the face showed patchy hyperkera- 
tosis, with plugging and areas of atrophy in the epidermis. There were some 
polymorphous infiltration high up in the cutis approaching the basal layer, and 
a deeper perivascular infiltration. Another section from a lichen planus-like 
lesion from the trunk showed slight hyperkeratosis and a moderate polymorphous 
cellular infiltrate in the subepidermal layer, extending slightly into the epidermis, 
as well as a slight edema at the border between the cutis and the epidermis. 
Deeper, there was some polymorphous perivascular infiltration. 

There was gradual recovery over four and a half years, with no treatment 
during the last two and a half years. 


DISCUSSION 


Dr. Sicmunp S. GreeNBAUM, Philadelphia: I think one point should be 
emphasized in this particular case, and that is that lichen planus is really, as some 
contend, a cutaneous reaction similar to erythema multiforme. This condition is 
lichen planus due to a drug. 

Dr. Francis A. Ettis, Baltimore: The patient has a lichen planus-like 
eruption due to gold and not true lichen planus. A report of this case will be pub- 
lished in detail by Dr. Wintrobe in the American Journal of the Medical Sciences. 


Dermatitis of the Hands (Associated with a Toxin-Forming Staphylo- 
coccus). Presented by Dr. H. Hanrorp Hopxins IV, Baltimore. 


J. S., a white man aged 21, has had dermatitis on both hands with occasional 
remissions for two and a half years. Ultraviolet irradiation, application of 
numerous washes, lotions and ointments, desensitization with trychophytin and 
treatment with fungicidal agents have been of no avail. Dietary restrictions on 
the basis of sensitization tests produced no change. Roentgen therapy appeared 
to make the eruption worse. 
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Repeated scrapings have shown no mycelium and spores. Cultures on Sabou- 
id’s mediums have grown fungi, but not consistently the same fungi and no 
known pathogenic ones. Cultures on blood agar mediums, however, have 
sistently shown a growth of a hemolytic toxin-producing strain of Staphylo- 
cus aureus. The patient’s blood serum is not capable of neutralizing a toxin 
htained from another strain of staphylococcus. : 


DISCUSSION 


Dr. Eart Burky, Baltimore: The bacteriologic findings were unusual. From 
this patient’s lesions there was grown repeatedly a toxin-forming staphylococcus. 
\ toxin-forming staphylococcus is one that, when grown for ten days in hormone 
houillon, filtered through a Berkefeld filter and injected intravenously, will kill 
an adult rabbit. The usual lethal dose is about 0.1 cc. per kilogram of body 


weight. 

This patient has consistently produced such a toxin-forming strain. Up to 
this point, 8 rabbits have been killed with it. When 1 cc. of the filtrate, which 
is about five to ten lethal doses, was mixed with 2 cc. of the patient’s serum, his 
own serum neutralized his own toxin. However, it did not neutralize an equiva- 
lent amount of another staphylococcus toxin which has been used rather exten- 
sively. 

Shortly after these facts were established, Dr. Ketron came along with a culture 
from a case of similar involvement, and the results obtained with this culture 
were almost identical. The patient’s serum will neutralize his own toxin, but will 
not neutralize the standard toxin. 

Having determined this my associates and I thought we would see what immu- 
nity reactions we could elicit by cutaneous tests, and we have utilized a number 
of preparations from these cultures. The patient had no important cutaneous 
reactions to any of the staphylococcic products that we have prepared, so no 
attempt will be made to discuss them. 

In addition to the tests that have been done, Dr. John E. Blair, of the Hospital 
for Joint Diseases in New York, has taken this same culture and the same serum 
and discovered a lot of facts, the most important of which are: 1. The serum 
contains 2.4 international units of antitoxin, which is about normal. 2. It will 
not protect white mice against a lethal dose of living cocci. 

In the last five years I think it has become obvious that there are two sound 
criteria of the pathogenicity of staphylococci: One of them is whether they produce 
toxin, and the other, whether they produce coagulase. This strain definitely does 
both, and I think on the basis of that it can be called a pathogenic staphylococcus 
and is probobly responsible for the lesion of this patient. 

Dr. Luoyp W. Kerron, Baltimore: May I ask Dr. Burky a question con 
cerning a point on which [I am not clear? This patient’s serum and the serum 
of my patient neutralized the toxins produced from the organisms recovered from 
both of these patients. Is that correct? 

Dr. Eart Burky, Baltimore: No, the serum of each neutralized his own 
toxin. 

Dr. Ltoyp W. Kerron, Baltimore: But not each other’s? 

Dr. Eart Burky, Baltimore: I have not had a chance to try that. 

Dr. Ltoyp W. Ketron, Baltimore: Among 50 patients out of any dispensary, 
how many would have in their blood antitoxin for the regular strain used as a 
routine in the hospital ? 

Dr. Eart Burky, Baltimore: I cannot answer that because of the technical 
difficulties involved. To determine this would require a large number of rabbits 
at least 6 months of age. These are not always available. However, it is likely 
that a few persons have serum which can neutralize the toxin. 

Dr. StcmuND S. GREENBAUM, Philadelphia: Would Dr. Burky state why 
he considers this staphylococcus to be the cause of this particular cutaneous con- 
dition ? 
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Dr. Eart Burky, Baltimore: This toxin has a peculiar property which has 
been spoken of as synergic, a potentiating antigenicity. Briefly stated, this means 
that when it is mixed with another antigen, it enhances or changes the antigenicity 
of the second substance. For example, lens substance injected into rabbits pro- 
duces only precipitins. Combined with toxin it will sensitize rabbits to lens to 
such a degree that when the lenses of such sensitized rabbits are needled, a 
definite anaphylactic reaction develops in the eye. Similarly, if the toxin is made 
in rabbit muscle broth, the animal becomes sensitized to some part of the muscle 
—so much so that pinching of the skin causes a reaction similar to the one caused 
by the injection of the toxin broth. I believe this patient has been sensitized to 
something by the action of the toxin produced by this strain of staphylococci, 
Among the possibilities to be considered are (1) the bacterial protein, (2) some 
constituent of his own skin, such as keratin, and (3) some substance in his enyi- 
ronment, such as the mattress material he handles at his place of business. 

Dr. Joun H. Stokes, Philadelphia: Has there been any study of contact 
possibilities here? I have not heard any mention of it. 

Dr. H. Hanrorp Hopkins IV, Baltimore: Yes, it has been extensive. 


A Case for Diagnosis (Monocytic Leukemia? Mycosis Fungoides?) 

Presented by Dr. JosepH C. BERNSTEIN, Baltimore. 

D. R., an American Negro aged 57, was previously presented at the Atlantic 
Dermatologic Conference of December 1937 (ArcH. Dermat. & Sypn. 38: 143 
[July] 1938) for an eruption of four years’ duration. At the onset a nodular 
hypertrophic mass covered the eyelids and nose. It was red, exudative and devoid 
of pigment. The exudation was serous and had purulent crusts. The borders 
were grayish white, sloping into normal skin. The vision was obscured. On the 
arms, the scalp and the body there were many oval moist eczematous lesions, with 
crusting and variable infiltration. At present the eyelids and the nose show an 
atrophic red scar, white streaks and some exudation. On the right border there 
is a 1 cm. slightly raised oval fungating tumor. The lesions elsewhere have 
enlarged, varying in size up to 6 cm. in diameter; some show polycyclic annular 
tumor formation, and some are eczematous. 

Wassermann tests, Frei tests with three known active antigens, sensitivity 
tests with common spores, dark field examinations and tuberculin tests have given 
negative results. Cultures for fungi and Bacillus mallei showed no growth. 
Roentgen examination of the skull and the chest and bacterial stains on biopsy 
specimens, including Giemsa (for Donovan bodies), showed no abnormality. 

Examination of the blood showed marked secondary anemia and relatively 
moderate monocytosis (12 per cent). A study of bone marrow showed the sternal 
puncture specimen to be moderately cellular with an approximately normal dif- 
ferential cell count. A smear from the biopsy specimen showed a few cells with 
a differential cell count about the same as that of the puncture smear. There was 
no hyperplasia. Dr. M. M. Wintrobe considered the bone marrow essentially 
normal. 

Histologic examination showed a profuse ill defined infiltration in the cutis, 
with obliteration of all the normal markings. The epidermis had undergone 
dissolution; the collagen and reticular bundles had been destroyed, and some areas 
still showed signs of necrosis. The accessory gland structures were destroyed, 
and masses of epithelial cells were all that remained. The infiltrate was so pro- 
fuse that even the vascular structure was replaced by newly formed capillaries 
which were visible among strands of fibroblastic connective tissue. The cellular 
components were chiefly a mixture of plasma cells and adult eosinophils, with 
occasionally lymphocytes and monocytes. Mitotic figures and Reed-Sternberg cells 
were absent. 

No change followed several injections of arsphenamine. Large doses of filtered 
and unfiltered roentgen rays to the face caused marked regression of the lesions. 
A horseshoe-shaped lesion on the left thigh also diminished greatly under roentgen 
treatment. 
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DISCUSSION 

Dr. Frep D. WetmpMAN, Philadelphia: This condition appears to me to be one 

the lymphoblastomas. The histologic picture is not comparable to anything I 

ve ever seen. Plasma cells dominate the lesion throughout, and when Dr. R. P. 
Custer and I (Proc. Internat. Dermat. Cong. 2:91 [Sept.] 1935) and later Dr. 
|. T. Wayson and I (Arcu. Dermat. & SypuH. 34:755 [Nov.] 1936) looked up 
the subject of the cutaneous leukoses, we did not find any examples representative 

the plasma cell (aleukemic plasmocytosis) among the lymphoblastomas of the 
KIN 

Dr. JosepH C. Bernstein, Baltimore: The bone marrow was studied in the 
two accepted ways: (1) by sternal marrow puncture, and (2) by sternal marrow 
biopsy and microscopic study. After a comprehensive study, Dr. Wintrobe, the 
hematocytologist, reported a relative increase in both monocytes and plasma cells, 
in each case about 4 per cent above normal. Also, the blood showed a relative 
monocytosis (about 11 or 12 per cent, which is about 5 or 6 per cent above normal). 
Nevertheless, the hematologist did not make a definite statement that the inter- 
cellular studies of the marrow were of significance, and his interpretation was 
that to all intents and purposes the bone marrow was normal. 

Studies of lymph nodes have not been made in this case. The lymphatic 
structures have not been so enlarged or altered clinically as to warrant such a 
procedure. The spleen has been barely palpable, and the lymph nodes are 
apparently normal in size and contour. 

\propos, I have not hesitated to do cutaneous biopsies and have any number 
of specimens. For want of a better diagnosis, Dr. Ketron has placed this con- 
dition in the category of the lymphoblastomas until a better histologic or hema- 
tologic diagnosis may be established. On this basis I should rather have it in 
that category, so that it may be studied in conjunction with similar lesions. 

Physicians who have examined this patient have been eager to classify the 
condition as mycosis fungoides. I am willing to concede that much of the clinical 
appearance coincides with that entity. However, as Dr. Weidman has pointed 
out, the histologic structure does not coincide with the accepted opinion of that 
disease. 

In my opinion, the term lymphoblastoma is a poor one. Mallory originally 
coined it to designate certain diseases in which the lymphopoietic system was 
hyperplastic and neoplastic. Dermatologists have extended it to include such 
entities as Hodgkin’s disease, mycosis fungoides, monocytic leukemia and many 
other entities in which it is highly questionable whether the lymphocyte is at fault. 
For example, in this case the infiltrate consists chiefly of plasma cells and 
eosinophils, and the consensus has not definitely established that a plasma cell 
is derived from the parent lymphocyte. The term suggested by Krumbhaar, 
lymphomatoid, seems more desirable. 

In conclusion, I should rather leave this condition in its present status simply 
undiagnosed, so that I may continue to study it and perhaps later arrive at a 
definite diagnosis. 


Tuberculosis Cutis with Osteitis Cystoides. Presented by Dr. Harry M. 
Rosinson and Dr. Francis A. Ettis, Baltimore. 


E. J., an American Negro aged 48, is presented from the University Hospital. 
There is a past history of syphilis, for which he received intensive and adequate 
treatment before the present condition appeared. He previously enjoyed good 
health, Seven years ago, the patient first noticed swelling of the fingers, which 
became so large that movements were restricted. There was no pain or tender- 
ness. Six years ago an eruption appeared. . 

Physical examination shows nothing abnormal or remarkable except for the 
changes in the skin and bones. There is no generalized adenopathy. The heart 
and lungs are clinically normal. There is no sinus formation. There is great 
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swelling and distortion of the hands, especially of the fingers, and there has bee: 
operative amputation of the right fifth finger. Well defined warty lesions are 
present on the elbows and knees; these vary in size up to 4 cm. On the face, 
ears and neck there are well defined, somewhat verrucoid, slightly scaly lesions 
There is a large annular lesion on the scalp, which at times has covered about 
three fourths of it, clearing in the center with practically no scaling. The borde: 
is approximately 1 cm. in width. 

The Wassermann test of the blood and examination of the spinal fluid gave 
negative results. There was mild secondary anemia. A blood count showed the 
white cells to number 3,500. Inoculation of guinea pigs with skin and bone gay 
negative results. Sections of tissue showed no acid-fast bacilli. Intradermal 
tuberculin tests were negative with up to 10 mg. of old tuberculin and slightly 
positive with undiluted critical R. Roentgen examination showed many punched 
out cystic areas in the phalanges, metacarpal bones, radii and ulnas, as well as 
in the bones of the feet. The skull and chest were normal. 

On microscopic examination the epidermis was definitely atrophic in some 
areas and hypertrophic in others. The infiltrate in many regions touched the basal 
layer and extended into the fatty tissue. Various cells appeared in a disorganized 
manner—moderate numbers of giant cells, many epithelioid cells and mononuclear 
lymphocytes with no definite border. There were some moderately large areas 
of necrosis without caseation. Biopsy of bone showed a somewhat similar infiltrate, 
except that there was a scarcity of giant cells. The predominating cells were 
lymphocytes, and moderate fibrosis was present. 

Despite antisyphilitic treatment, administration of sodium gold thiosulfate, 
chaulmoogra oil esters, old tuberculin and critical R and high vitamin and high 
caloric diets, there has been a slow progression of the lesion, so that in five years 


some of the fingers have shortened approximately 2 cm. 


DISCUSSION 


Dr. Ltoyp W. Ketron, Baltimore: I suppose that every one now knows that 
the concept of sarcoid is much wider than it used to be. The lungs, bones, lymph 
nodes and other structures may be affected, with or without involvement of the 
skin.» In fact, the skin may show a picture of ordinary caseating tuberculosis, 
as in this case. 

Dr. Francis A. Ettts, Baltimore: Dr. E. Novak once made the statement that 
from the endocrine point of view every woman has a little of the man in her and 
every man has a little of the woman in him, and histologically there is a similar 
relation between lupus vulgaris and sarcoid. In many cases of sarcoid some 
sections show a true tuberculoid architecture, and even sections from frank lupus 
vulgaris may show areas with a sarcoid-like picture. I have reported 10 cases 
of histologic tuberculosis of the skin associated with the cystoid osseous changes 
usual with sarcoid (/nternat. Clin, 4:155 [Dec.] 1938). 

Dr. LEE McCartuy, Washington, D. C.: I think this discussion is important 
because there is a great tendency now to separate sarcoid and tuberculosis. | 
think the facts brought out here do not permit separation of this disease from 
tuberculosis. Here is true tuberculosis of the skin with osseous changes which 
formerly were thought to exist only with sarcoid. Michelson has expressed the 
belief that sarcoid has no relation to tuberculosis, but I think the evidence pre- 
sented today indicates that there is a definite relation. 

Dr. I. Lewis SANDLER, Washington, D. C.: Dr. F. J. Eichenlaub and | 
recently reported a case of rather typical sarcoid (Am. J. Roentgenol. 39:59 
[April] 1938) and before we reported it the patient was seen by Dr. G. W. McCoy, 
of the United States Public Health Service, who was impressed with the similarity 
of the osseous and cutaneous changes to leprosy. He sent the roentgenograms 
to the United States Marine Hospital, Carville, La., and the roentgenologist there 
returned the diagnosis of leprosy, although we could not demonstrate the bacillus. 
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Dr. Frep Wise, New York: I should like to know whether I have the wrong 
ea about something in connection with Dr. Ketron’s remark that many of the 
sions or some of the lesions do not have the orthodox sarcoid structure. Am 
not right in saying that in the absence of that picture the symptoms of sarcoid 


licate Schaumann’s disease ? 

Dr. Lroyp W. Ketron, Baltimore: Sarcoid is now recognized as a general 
isease With areas of characteristic localization. The name Schaumann’s benign 

mphogranulomatosis has been used for the generalized form. The characteristic 
‘sions, however, may occur on skin with the histologic picture of ordinary 
caseating tuberculosis, 

Dr. Davin BLtoom, New York: I think that generalized tuberculosis is char- 
cteristic.. I wish to call attention to a case of J. V. Klauder and F. D. Weidman 
Dermat. Wchnschr. 99:1665 [Dec. 29] 1934). A diagnosis of sarcoid was made 
st and later necropsy showed tuberculosis of the internal organs. 

Dr. Frep D. WEIDMAN, Philadelphia: I wonder if many of the members have 
orgotten the paper by L. G. Beinhauer and R. R. Mellon (ArcH. Dermat. & 

Sypu. 37:451 [March] 1938) in which they expressed the belief that ‘“noncaseating 
tuberculosis,” as they put it, is referable to a particular stage of the life cycle of 
the tubercle bacillus (no. 7, “critical rough”). Insufficient attention has been paid 
to their observation. All dermatologists know how rapidly matters are developing 
in bacteriology in connection with dissociation, and I am sorry to say, incidentally, 
that all of them know the thesis of Koch, who maintained the individuality of 
the bovine and the human tubercle bacillus and who, in my opinion, delayed, by 
reason of his great authority, advance in the biology of the tubercle bacillus for 
many years. Recently W. T. Longcope and J. W. Pierson (Bull. Johns Hopkins 
Hosp. 60:223 [April] 1937) treated the subject from the broad general point of 
view; in some of the cases there were cutaneous lesions and in others none. 

In the general picture of sarcoidosis, whether regarded clinically or histologi- 
cally, all the changes are of the order that could be due to the tubercle bacillus. 
One gets histologic expressions all the way from the lymphocytic infiltrate to the 
more or less endothelioid types of reaction. Accordingly, what one should try to 
do is to explore and eventually catalog the possibilities of these different clinical 
and histologic expressions of sarcoid in terms of the different phases of the 
tubercle bacillus ; dermatologists are working at cross purposes if an effort is made 
to classify each individual case of clinical sarcoid unequivocally in the category 
of tuberculosis or that of sarcoid. 

Dr. Bloom referred to a case reported by Dr. Klauder and me. We exhaus- 
tively studied the lymph nodes and the skin—by culture and injection of the 
tissues into guinea pigs—without positive results, yet eventually the woman died 
of frank tuberculosis of the lung with cavitation. Tubercle bacilli were demon- 
strated by staining and guinea pig tests. 

Dr. BERNARD APPEL, Boston: R. H. Williams and D. A. Nickerson (Proc. 

1c. Exper. Biol. & Med. 33:403 [Dec.] 1935) studied several cases of sarcoid 
which showed this generalized picture. Making up extracts of the material, prepar- 
ing them in a manner somewhat similar to antigen and injecting them intradermally, 
they endeavored to establish the possibility that a filtrable virus was the etiologic 
agent. 

Dr. ErtcH Urpacu, Philadelphia: Sarcoid is a clinical and not a histologic 
entity. I have seen syphilitic sarcoid. I have seen other types of infectious 
sarcoid. I believe the disease represents a special kind of immunity. In Vienna, 
Germany, I found that with this kind of sarcoid there is a depressed immunity. 

Dr. C. Guy Lane, Boston: When one goes back in the literature and looks 
at the description given by Jonathan Hutchinson in his Archives of Surgery, one 
is struck by the vivid word pictures of this disease, which he called Morton’s 
malady. His custom was to name the disease after the patient instead of after 
the physician. One of his cases was observed for twenty years. Later on he 
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the colored plates which he showed and described were really an accurate delinea 
tion of certain phases of the disease which today is spoken of as sarcoid. 


spoke of it as an instance of lupus vulgaris of the nonulcerating type, and y 


Tuberculosis Cutis (Sarcoid). Presented by Dr. MAurIcE SULLIVAN, Baltimor: 

F, T., an American Negress aged 21, is presented from the Johns Hopkins 
Hospital. The patient was in excellent health until May 1, 1935, when she reported 
to the Episcopal Eye, Ear and Throat Hospital, Washington, D. C., because of 
an ulcer of the left cornea. Gumma of the iris or tuberculoma was the impression 
at that time. The lungs showed no involvement then. The left eye was enucleated, 
In the summer of 1937 she noticed crusted lesions on both legs. These lesions 
underwent involution and others, which she says were similar, appeared this 
summer. She feels well and has lost 6 to 8 pounds (2.7 to 3.6 Kg.) but is now 
gaining weight. 

Examination shows her to be thin but fairly well proportioned. She appears 
to be in no pain or distress. On the face, neck and trunk and over the lower 
extremities profusely there are lesions varying in size from 0.2 to 2 cm., in various 
stages of development from small infiltrated papules and erythematous nodules 
to the larger centrally ulcerated crust-covered lesions on the legs. There are a 
few hyperpigmented flat scars. On the posterior half of the vaginal orifice there 
are several 0.3 to 0.6 cm. hypertrophic nonulcerated papules. 

The Wassermann and the Kahn reaction of the blood were negative on May 1, 
1936. The Wassermann reaction was negative and the flocculation (Eagle) reac- 
tion positive and doubtful on Oct. 27 and Nov. 28, 1938, respectively. An intra- 
dermal tuberculin test (dilution not known) gave a negative result on June 4, 1936. 
Tuberculin tests (old tuberculin) with dilutions of 1: 1,000,000, 1: 100,000, 1: 10,000 
and 1:1,000 gave negative results in December 1938. Material from the lesions 
showed no acid-fast bacilli; dark field examination showed no Spirochaeta pallida. 
Teleroentgenograms of the chest showed a disseminated soft infiltration through- 
out. There were no changes in the bones of the hands and feet. 

Histologic examination showed an extensive infiltrate throughout the corium, 
consisting of bundles of epithelioid cells, separated by septums and containing 
many giant cells. No caseation was noted, 

On Oct. 27, 1938, she received 0.03 Gm. of mapharsen, which was well tolerated. 
No change in the lesions followed the injection. 


DISCUSSION 
Dr. MAuRICE SULLIVAN, Baltimore: The fundus of the right eye was exam- 
ined carefully for what F. B. Walsh (Arch. Ophth. 21:421 [March] 1939), of the 
Wilmer Institute, has recently presented as a sign of sarcoid, i. e., scattered round 
raised creamy to china white lesions, probably of about the diameter of the retinal 
blood vessels or a little larger, distributed along the course of the vessels. This 
sign may prove to be a valuable aid in the diagnosis of sarcoid. 


Cases of Pseudoxanthoma Elasticum with Angioid Streaks of the Retina 

CasE 1.—Presented by Dr. JosepH C. BERNSTEIN, Baltimore. 

R. K., an American Negro aged 44, is presented from the Johns Hopkins 
Hospital. For several years there have been present on each shoulder many 
linear yellowish papules, 0.4 or 0.5 cm. across and 0.1 cm. thick, which run parallel 
to the clavicle and in many instances coalesce to form linear streaks several cen- 
timeters in length. The fundi show atrophic choroiditis, and glial tissue radiates 
to form wide branching brownish streaks. His chief complaint is of difficulty in 
vision. He is now receiving antisyphilitic treatment. 

The Wassermann reaction of the blood was positive. 

Histologic examination showed several crescentic and arciform yet uniform 
masses of elastic and collagenous tissue in the cutis. These were stained blu 
and apparently were deposits of calcium. 
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Case 2.—Presented by Dr. FRANKLIN B. ANpeERSON, Dr. T. NELSON CAREY 

invitation) and Dr. Francis A. E tis, Baltimore. 

\. S., a white man aged 27, has complained of impaired vision for the past 

ehteen months and has noticed looseness of the skin in the axillas and groin. 

[he fundi show signs of old retinal hemorrhage and angioid streaks, especially 

left. The vision in the right eye is 20/40; in the left eye, 8/100. The skin 
i the lower part of the neck, the axillas and the groin shows great elasticity and 
numeroui various-sized discrete and confluent yellow papules. 

Histologic examination showed some irregular acanthosis and definite well 
defined areas of fragmentation of collagen, with a suggestion of necrosis and 
slight cellular infiltrate in these areas. Stains for fat showed free fat in these 
areas of necrosis. Stains for elastic tissue showed sharp fragmentation and 
clumping of the elastic tissue. Histologic examination of the tonsils gave essen- 
tially negative results. 

DISCUSSION 

Dr. Ertcn Urpsacu, Philadelphia: Stefan Wolf and I reported a case of 
seudoxanthoma elasticum which came to autopsy (Arch. f. Dermat. u. Syph. 176: 
107 [Oct.] 1937). The vessels of the eyes, the aorta and the peripheral vessels 
of the body were examined and showed extensive damage of the elastic tissue 
similar to that seen in the vessels of the skin. The “angioid streaks” in this 
disease are tears in the membrana elastica choroidea. The Groenblad-Strandberg 
syndrome is therefore caused by constitutional damage of the elastic appartus of 
the whole body. 

Dr. Frep D. WeEtpMAN, Philadelphia: In the microscopic section of the first 
case several large masses of calcification appeared independently, apparently, of 
the elastic tissue. 

In some cases pseudoxanthoma elasticum is associated with angioid streaks 
that one would have great difficulty in distinguishing from the ordinary senile 
elastosis seen in older subjects. This matter has engaged the attention of R. L. 
Gilman and me. Dr, Gilman surveyed certain cases of senile elastosis in the 
Philadelphia General Hospital and in collaboration with ophthalmologists tried 
to find whether there were any examples of angioid streaks associated with senile 
elastosis. 

Now that it is established that the elastosis in the skin, whether called pseudo- 
xanthoma elasticum or senile elastosis, can be correlated with the perivascular 
tissue of the eye, it begins to appear as though there is a generalized elastosis 
of both the eye and the skin. How much farther does it go? How many elastic 
tissues in the body similarly will show elastosis? If there is ever an opportunity 
for performing a necropsy in these cases, attention should be paid to that. 

It is well known that in senile subjects there is much disappearance of the 
elastic tissues in various parts of the body. Senile emphysema appears owing to 
the decrease of elastic tissues in the lungs, and all physicians know about the 
decrease of elastic tissue in the arteries. 

Dr. Francts A. Eutis, Baltimore: In this case stains showed a large area of 
free fat. Does this occur in senile elastosis? 

Dr. Frep D. WetpMAN, Philadelphia: A colored plate in my article on the 
vellowing dermatoses (ArcH. DERMAT. & SypuH. 24:954 [Dec.] 1931) showed that 
this fatty change does take place in senile elastosis. 


Verrucae Planae Juveniles (?) of Eighteen Years’ Duration. Multiple 
Intraepidermal Epitheliomas. Presented by Dr. Maurice SvuLLIvAN, 
Baltimore. 


J. A. M., a white man aged 22, is presented from the Johns Hopkins Hospital. 
He was a normal baby and was healthy until he was 8 years old, when suddenly 
encephalitis developed. Dr. Howard Fox made the diagnosis of verrucae planae 
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juveniles for small lesions on the dorsum of each hand in 1917, when the patient 
was 8 years of age. These lesions had been present for four years. He recovered 
from encephalitis, with paralysis of the left side of the face. 

The eruption on the hands remained unchanged, and in 1935 a larger and 
apparently different type of lesion appeared on the shoulders, back, chest, forehead 


and scalp. 
The patient is well proportioned and adequately nourished. There is paralysis 


of the left side of the face. Otherwise physical examination shows nothing 
remarkable. 

On the dorsa of the hands, on the wrists, on the forearms and scattered sparsely 
on the arms there are numerous 0.2 to 0.5 cm. light pink slightly raised flat-topped 
and angulated discrete and confluent lesions. On the forehead, cheeks, neck, back 
and chest are numerous fairly well marginated flat erythematous slightly infil- 
trated 0.5 to 1.5 cm. lesions. A few show telangiectasia; some are ulcerated and 
crusted. In the temporal and parietal regions are numerous flat erythematous 
1 to 2 cm. round and oval lesions. There is no alopecia. Healthy hair grows 
through these flat erythematous spots. In the posterior part of the cervical region 
from time to time there have been enlarged tender lymph nodes. No changes are 
present in the finger nails or toe nails, nor are there any abnormalities of th 
palms, soles or mucous membranes. 

Microscopic examination of sections from the large flat erythematous lesions 
on the scalp, face and back and from the slightly raised verruciform lesions on 
the hands showed the same changes. There was some loose hyperkeratosis, with 
slight parakeratosis and irregular acanthosis, with peculiar dyskeratosis charac 
terized by spotty intracellular vacuolation. In some sections a definite proliferation 
of the basal layer was remarked. 

DISCUSSION 

Dr. Maurice SULLIVAN, Baltimore: This patient was presented because of 
the likely relation between the lesions on the hands and the more recent ones on 
the face, scalp, chest and back. Dr. Fred Wise has the diagnosis, and his dis- 
cussion will clarify matters. 

Dr. Frep Wise, New York: I have a patient with similar involvement under 
my care in New York, and being one of those odd fellows who looks at picture 
books, I made the diagnosis without any difficulty, The dermatosis is called epi- 
dermodysplasia verruciformis and was described by F. Lewandowsky and W. Lutz 
(Arch. f. Dermat, u. Syph, 141:193, 1922). It is a congenital defect manifesting 
itself in the form of what appears to be flat warts and associated in a small pro- 
portion of cases with epitheliomatous changes on the face but not on the hands. 
I do not think the diagnosis is difficult in this case. 

In the majority of the 22 cases reported in the literature, the lesions began 
either shortly after birth or between the second and fourth year. None, as far 
as I know, were actually apparent at birth. 


Ulcerative Tuberculosis of the Oral Mucous Membranes (Tuberculosis 
Orificialis). Presented by Dr. P. J. Sparer (by invitation), Dr. A. A. 
SUSSMAN (by invitation) and Dr. M. H. Goopman, Baltimore. 


R. C., a white man aged 35, presented from the Johns Hopkins Hospital, was 
in good health until October 1937, when he noted swelling of the lower lip. In 
October 1938 a teleroentgenogram of the chest showed bilateral pulmonary 
tuberculosis. 

On physical examination all systems were found to be normal except the chest, 
the buccal mucous membrane and the lower lip. There is severe dental caries. 
There are physical signs and roentgen evidence of active pulmonary tuberculosis. 
The lesion consists of irregular ulcerations of the mucosa lateral and anterior to 
the lower alveolar region and extending to the lower lip, which is swollen and 
everted. The ulcers are superficial, with nonelevated soft borders and _ finely 
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inular bases with a grayish yellow thinly viscid mucogelatinous exudate. The 
er gingiva on the right side shows pinpoint-sized organized deposits suggestive 


tubercles. 

Direct smears from the ulcers showed streptococci. Culture of the exudate 
erew an alpha prime type of streptococcus and a few hemolytic streptococci. The 

sutum showed acid-fast bacilli. Smears from a biopsy specimen showed no 
cid-fast organisms. The Wassermann reaction of the blood was negative. 

Histologic examination showed a typical tuberculous infiltrate of monocytes, 

ith epithelioid and giant cells forming tubercles and tuberculous granulation 

sue, 
DISCUSSION 

Dr. Josepu C. BerNsTEIN, Baltimore: This picture is not representative of 
the true type of tuberculosis orificialis. Clinically in tuberculosis orificialis mul- 
tiple ulcers occur in the mouth, about the angles of the mouth, in the nares and/or 
n the mucocutaneous border of the anus. The patients present some manifestation 
of active tuberculosis and are usually dying. Owing to the fact that the immune 
allergic state (as gaged by the tuberculin reaction) has been neutralized or 
destroyed, the disease is rampant and spreading. It is apparent that this man 
is not dying; as a matter of fact, his tuberculosis is well under control, and his 
progress is satisfactory. Histologically there is a great difference between classic 
tuberculosis orificialis and this condition. In true tuberculosis orificialis the 
cellular infiltrate consists chiefly of polymorphonuclear leukocytes, shows no 
tendency toward demarcation and contains easily demonstrable tubercle bacilli. In 
short, the process is indicative of an overwhelming infection, which the host is 
unable to stem or overcome. Histologically this patient does not present that 
picture. His section showed a definite tuberculoid architecture. The infiltrate 
was sharply marginated by a peripheral zone of lymphocytes and_ fibroblasts. 
Centrally there were many monocytes and several giant cells. Tubercle bacilli 
were not seen. The impression was that the patient’s cellular reaction had local- 
ized the process and rendered it incapable of extension. 

In conclusion, if this lesion were not on the mucous membrane but on the 
glabrous skin, it would be classified as endogenous exanthematous hematogenous 
tuberculosis cutis with a lupous or verrucous reaction. Obviously it is not true 
inoculative ulcerative tnberculosis, although this type has been described errone- 
ously in that category. 

Dr. P. J. Sparer, Baltimore (by invitation): The fact that an active type of 
pulmonary lesion has been shown, not merely by physical examination and by 
roentgenograms but by the finding of tubercle bacilli in the sputum, certainly 
would suggest that the local lesion is an autoinoculation and most likely secondary 
to the pulmonary tuberculosis. The guess may be ventured that a jagged tooth 
made a portal of entry for the accidental inoculation, although the lesion may 
have been the result of hematogenous dissemination. 

Tests with purified protein derivative of first and second strength have given 
negative results, and it is perfectly consistent that a person with these types of 
local lesions and definite internal involvement shows slight or no allergic response. 

Many authors have referred to the fact that most of these local infections occur 
in either young children or young adults with severe visceral tuberculosis and 
slight resistance to the disease. Our patient is 35 years of age. In regard to 
demonstrating the tubercle bacillus in the local lesion, pathologists have stated 
that this may be done, as a rule, only in the earliest stages, before the typical 
histologic picture has developed. 


Erythema Elevatum Diutinum (Weidman). Presented by Dr. J. E. GArety 
and Dr. Ltoyp W. Kertron, Baltimore. 
\. W. D., a white married woman aged 49, first consulted us five years ago, 
at the beginning of her menopause, because of an eruption on the lower extremities, 
particularly the feet. It was preceded by an attack of sciatica and arthritis, from 
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which the patient still suffers. The fingers showed some deformity. The eruption 
has been persistent. It receded for about one year and then became more exten- 
sive. A few lesions have disappeared. Except for the arthritis the patient has 
been in good health. The lesions are more pronounced and painful in the evening 
and worse in cold weather. There have been no new plaques for one. year. 

When first seen, the eruption was mainly on the feet. One year after the 
appearance of the original lesions there were small papules on the feet resembling 
lichen planus. At present there are on the arms some skin-colored lesions resem- 
bling granuloma annulare, and on both the upper and the lower extremities there are 
purplish red plaques and some slightly purpuric lesions. Lesions have returned 
at the sites of old ones, and there are some new plaques. 

Microscopic examination showed an infiltration of the walls of the small 
vessels in most of the biopsy material with polymorphonuclear leukocytes and 
small round cells. Many of the small vessels were surrounded by what F. D. 
Weidman and J. H. Besancon (ArcH. Dermat. & SypuH. 20:593 [Nov.] 1929) 
called “toxic hyaline.” The endothelial proliferation was striking, and in some 
instances it had caused complete occlusion of the vessels. In material from five 
lesions no evidence was found of the fibrotic changes which have been described 
as occurring in early disease. 

The patient has received arsenic, bismuth preparations, sulfanilamide, salicy- 
lates, potassium iodide and yeast, without benefit. Roentgen and radium therapy 
have not helped. One year ago some carious teeth were extracted. Despite all 
measures, the eruption has been persistent. However, some lesions have appar- 
ently disappeared spontaneously. 

DISCUSSION 


Dr. Ertcu Urpacn, Philadelphia: I should like to call attention to two pic- 
tures—one histologic and the other clinical. The histologic picture is of distinct 
perivascular infiltration. There are peculiar hardness and pigmentation of the 
lesions. I cannot make a diagnosis because I have not seen the sections, but from 
a clinical point of view, I should suggest extracellular cholesterosis. Certain his- 
tologic and chemical procedures would be necessary before confirmation or rejec- 
tion of this diagnosis. 

Dr. Davip BLoom, New York: Erythema elevatum diutinum is a rare entity. 
This picture is in part an exact replica of one under my observation at present in 
a man in his sixties, who has had the eruption for more than a year. He had 
two types of lesions: (1) the raised bluish tumor-like lesions and plaques on the 
elbows, knees, knuckles and buttocks, the type presented by this patient; and (2) 
brownish or yellowish pea-sized papules which strongly suggested xanthomatous 
lesions, on the nose, ears, neck and upper part of the back. Because a diagnosis 
in my case could not be arrived at in spite of inspection by different societies 
and in spite of the availability of tissue for microscopic examination, a slide was 
sent to Dr. Weidman, who promptly made a diagnosis of erythema elevatum 
diutinum. While the lesions of the neck and back showed a histologic picture 
similar to that of the patient presented today, the raised lesion on the knee showed 
in addition marked fibrosis around the vessels. 

Of all the remedies tried in my case solution of potassium arsenite in ascending 
doses produced the most rapid response. After two weeks’ medication the lesions 
flattened considerably. After an exacerbation of the eruption a second course of 
solution of potassium arsenite resulted in complete involution of the tumor-like 
lesions, leaving only pigmented macules. 


Dr. Frep D. We1pMAN, Philadelphia: I agree with the diagnosis. I was not 
as keen as Dr. Bloom was; in fact, I did not recognize the child with whom 
I have been charged until I had seen the histologic sections. Dr. Ketron and I 
agreed that the histologic picture was pathognomonic. 

After getting the histologic information, I can see a family resemblance to 
the case reported by Besancon and me. There is a certain predilection of the 
lesions for exposed projecting parts of the body, the elbows, for example, and 
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heel. I do not think there is a factor of cholestersis in this case—at least, 
holesterosis of a general metabolic nature. Cholesterol might be demonstrated 
because degenerating red blood cells are rich in the substance; but its 
sence would be a secondary phenomenon. The pathologic reaction is simply 
violent acute inflammation: there are polymorphonuclear leukocytes between and 
the walls of the vessels and a toxic hyaline substance in them which may be 
brin, and they are highly edematous. The reaction is rather one of severe intoxi- 
tion than one against a mildly exciting substance such as cholesterol. In my 
vn case Streptococcus ignavus was isolated from one of the lesions. Incidentally, 
particular pains were taken to sterilize the skin by searing it with a hot iron and 
us to prevent contamination. In this case a blood culture should be made. 

Dr. Ltoyp W. Ketron, Baltimore: We have studied this case thoroughly 
from a histologic standpoint, and the disease is certainly the same that Weidman 
and Besancon described. We used stains for fat, but observed nothing to suggest 
any kind of a lipoid infiltration. The point we have been most interested in 
determining is the nature of the perivascular substance which Dr. Weidman has 
alled toxic hyaline. We have shown the sections to several general pathologists, 
but they have not been able to come to any definite opinion as to what it may be. 

Dr. J. E. Gatety, Baltimore: When I first saw this woman, about four years 
ago, she had three types of lesions. There were a few normal skin—colored 
papules, circinately arranged, similar to lesions of granuloma annulare. Then a 
few were lichen planus-like, but the majority were of the purplish distorted type. 
Some of the newer lesions undergo involution after ultraviolet or roentgen treat- 
ment. Her lesions now appear to be keloidal. 


Circumscribed Scleroderma or Leukoplakia of the Vulva in a Child Aged 
Eight Years. Presented by Dr. Leon Grinssurc, Baltimore. 


E. M., a white girl aged 8 years, is presented from the Johns Hopkins Hospital. 
[he mother noted a whitish discoloration of the labia when the child was 2 years 
old. One year ago a nonspecific vaginal discharge appeared, but it subsided with- 
ut treatment. Superficial ulcerations have been present from time to time, but 
ave always healed promptly. There has been no itching or burning. 

[he labia from the clitoris to the fourchet are involved. The tissues are white, 
smooth and soft and are covered with a few dilated blood vessels. 

The Wassermann reaction of the blood was negative. A vaginal smear showed 
no Trichomonas. 

Histologic examination showed a moderate amount of hyperkeratosis, and 
the epidermis throughout most of its course was thin and atrophic. There was 
a considerable edema. In the upper third of the cutis the connective tissue was 
broken up into a fine network, in the meshes of which was a deposit of fibrin. 
Throughout this area were a few scattered cells and here and there a dilated 
capillary. Adjoining this area from below was a rather broad band of cellular 
infiltration made up mainly of small round cells. The elastic tissue had disap- 
peared in the rarefied subepidermal zone, but was present in the deeper layers. 


Circumscribed Scleroderma (White Spot Disease). Leukoplakia of the 
Vulva. Presented by Dr. Leon Ginssurc, Baltimore. 


L. G., a white married woman aged 42, has endured an intense pruritus of the 
vulva and anus for three years. Two years ago she noted an eruption on the 
upper part of the back, the wrists and the forearms. 

When first examined, three years ago, she had smooth whitish 1 cm. areas 
around the anus, around the mucous membrane of both labia and around and 
involving the clitoris. At the present time these original lesions have practically 
disappeared. 

Located on the upper part of the back, and the shoulders, arms, forearms and 
vrists are fairly numerous discrete closely grouped dull and shiny ivory or whitish 
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macules with lilac or purplish margins. They vary in size from 0.2 to 1 ¢ 
Some of them contain tiny central keratotic plugs, but most of them are smoot! 
on palpation and rather firm. 

The Wassermann reaction was negative. 

On histologic examination the epidermis showed little change, but there was 
some flattening of the pegs and edema in the basal layer. There was hypertrophy 
of the bundles of connective tissue in the corium. The elastic tissue, although 
disarranged, was not decreased in amount. There were a few dilated blood vessels 
On the outskirts of the lesicns and in the deeper layer of the cutis there was a 
moderate perivascular infiltration. 

After roentgen therapy the lesions around the vulva practically disappeared 
No treatment has been given to the other areas. 


Kraurosis Vulvae and White Spot Scleroderma. Presented by Dr. 
W. Kerron and Dr. Francis A. Ettis, Baltimore. 


L. F., a white married woman aged 55, has had white spots on the flexo: 
surfaces of the wrists since the age of 14. In 1932, when she was 49, similar 
lesions appeared on the back of the right hand and left thigh. Menstruation 
started at 18; the pericds were of five days’ duration. There were always accom- 
panying pruritus and dysmenorrhea. There were three normal pregnancies 
Menopause occurred at the age of 47, in 1931. The eruption of the vagina 
appeared seven years ago (1931). 

On the hands and wrists, on the buttocks and on the back of the right thigh there 
are chalky white to pearl blue flat areas, varying in size from 1 to 5 cm. Some 
show telangiectasia. There are involvement about the vulva, extending to the 
perianal area, and extensive atrophy cf the labia and clitoris. Most of this region 
shows a chalky white appearance similar to the plaques on the rest of the body. 
There are some areas of pigmentation and redness. 

On histologic examination four specimens showed essentially the same type 
of change, namely, atrophy of the epidermis without hyperkeratosis. The upper 


layer of the cutis was rather structureless, showing finely granular or amorphous 
material, some dilatation of vessels and infiltration of small round cells. The 
homogeneous material stained poorly. Stains for elastic tissue showed only a few 
fragmentary fibers. 

In the last three years there has been some involution of several of the cuta- 
neous lesions, especially the one on the posterior surface of the right thigh. The 
itching of the vulva decreased after symptomatic treatment. 


Circumscribed Scleroderma. Presented by Dr. JosepH C. BERNSTEIN and 

Dr. Harry M. Rosinson Jr., Baltimore. 

M. R., a Negress aged 62, is presented from the University Hospital, because 
of an eruption of six years’ duration. 

There are numerous depigmented areas on the vulva, especially on the labia 
majora. On the back, the trunk and the chest and under the breasts there are 
numerous small irregularly roundish macules ranging from 3 to 5 mm. in diameter. 
The lesions are whitish, atrophic and discrete. There is no tendency to confluence 
On the majority of the lesions there is a slight adherent yellowish scale. 

The Wassermann reaction was negative. 

For histologic examination one specimen was taken from one of the white 
atrophic lesions in the submammillary region. All the sections showed some 
hyperkeratosis, which was uniform throughout. The epidermis was atrophic, but 
despite this, the basal and granular cell layers were active, and the prominence 
of the nuclei was evident. The papillary pegs were obliterated. In the papillary 
layer and the uppermost portion of the reticular layer the collagen assumed a 
homogeneous glassy white appearance, and individual collagen bundles were no 
longer apparent. Interspersed was an occasional lymphocyte or a dilated capillary 
surrounded by a mantle of lymphocytes. These perivascular infiltrations were 
sparse. Bands of infiltrate were absent. 
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Another specimen was taken from the labia majora. The epidermis was thick- 
ed and showed marked hyperkeratosis and much acanthosis, with “hooking” of 
interpapillary pegs. Here and there in the cutis the collagen bundles had been 
placed by an edematous area or had become rarefied and turned into a glassy 
hite or hyalinized material. Interspersed among the collagen bundles were some 
inophils and plasma cells as well as a moderate perivascular lymphocytic infil- 
trate. Bands of cells were absent; the cutis was not homogeneous throughout. 
irregularity of the pathologic changes was striking. The histologic changes 
were characteristic of white spot scleroderma of the vulva. 


DISCUSSION OF FOUR CASES OF SCLERODERMA 

Dr. Ltoyp W. Ketron, Baltimore: Dr. Ginsburg’s first patient is the second 
hild I have seen with this condition. There is a peculiar change in the cutis, 
characterized by a homogenization of the connective tissue and a loss of nuclei 
and elastic fibers. It is the same picture that has been described as white spot 
disease, circumscribed scleroderma, lichen sclerosus et atrophicus and at times, 
particularly by some gynecologists, as kraurosis vulvae or leukoplakia. The point 
hat I should like to emphasize is that the essential and basic pathologic changes 
in this group of cases are the same whether called white spot disease, circum- 
scribed scleroderma or leukoplakia. 

Dr. Frep Wise, New York: These cases illustrate the obvious fact that sclero- 
lerma of the vulva is different from kraurosis vulvae. I do not agree with Dr. 
Ketron when he says they should be grouped together. I think that the diagnosis 

kraurosis vulvae should almost invariably be limited to conditions occurring 
iter or perhaps during the menopause. Therefore, I believe that the cases pre- 
sented by Drs. Ketron and Ellis and by Drs. Bernstein and Robinson Jr. are not 
instances of kraurosis vulvae with circumscribed scleroderma of the back and 
chest. All the lesions represent one disease, regardless of the histologic changes, 
and this patient probably presents circumscribed scleroderma of the vulva, and 
the other cases presented today come in the same category of circumscribed sclero- 
derma of the vulva, together with scleroderma of the body. 

It is a well known fact that the vulva and the perianal region of the female 
are especially susceptible to this type of atrophic scleroderma. 

Dr. Lroyp W. Ketron, Baltimore: I agree with what Dr. Wise has said. 
The thought I wished to express is that some cases of what the gynecologists call 
kraurosis vulvae come in this same categcry. I too think that kraurosis vulvae 
is an entirely different disease. 

Dr. Joun H. Stokes, Philadelphia: The term white spot disease is not satis- 
fying to me. It is based on morphology reduced to the lowest possible terms, 
and even without the benefit of histopathology. I think these lesions are far 
closer to the lichen planus group of dermatoses of the type of lichen sclerosus 
et atrophicus than to scleroderma. The sclerodermatous processes generally, 
especially as they are being regrouped and analyzed, do not seem to me to have 
much in common with any of the conditions seen today. I should like to subscribe 
to the objection raised to the calling of these lesions kraurosis vulvae. Kraurosis 
vulvae is not merely a cutaneous process; it is a much more extensive affair, 
frequently associated with senile vaginitis, which appears to have a connection 
with vitamin deficiency and is accompanied with extensive atrophic changes far 
deeper than the skin itself. To attempt to make kraurosis vulvae out of any of 
these conditions is to stretch kraurosis vulvae to cover things that it never should 
be asked to cover. 

I then offer in at least 2 of these cases the diagnosis of lichen sclerosus et 
atrophicus. 

Dr. Lee McCartuy, Washington, D. C.: With all due respect to Dr. Stokes, 
I think if one studies this group of cases as I have had the opportunity to, one 
will find no semblance of lichen planus, or the lichen planus family, whereas a 
true lesion of lichen sclerosus et atrophicus will always show some sign of true 
lichen planus if enough sections are cut. 
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In Washington a patient was examined by three dermatologists, and it \ 
not until the third physician had done the third biopsy that the typical changes of 
lichen planus were seen. I believe these cases are instances of true scleroderma. 
A physician can use any synonym he desires but he should not forget that these 
conditions were described before much was known about the microscope, and | 
think they all fall in the group of scleroderma, whether localized or generalized. 


Dr. Liroyp W. Kertron, Baltimore: Our case should have had the caption 
“white spot scleroderma with changes in the vulva resembling kraurosis vulvae.” 
I have always felt that the vulval lesions were the same as those on the skin. 

I do not believe that the condition shown in these cases has anything to do 
with ordinary scleroderma. We called it circumscribed scleroderma just to have 
some pigeonhole in which to put it. 

The earliest change that one sees histologically is a disorganization of tissue 
and a loss cf its nuclei. The blood vessels and elastic tissue gradually disappear, 
and the upper portion of the cutis is replaced by a glossy homogeneous mass 
There may be more or less edema, apparently depending on trauma. In some of 
the lesions on our patient’s buttocks bullae developed on the surfaces, and the one 
underneath her knee, which also was bullous, became infected. It healed, however, 
promptly, with definite improvement in its general appearance. 

Dr. Francis A. Exis, Baltimore: Breisky (Ztschr. f. Heilk. 6: 69, 1885), 
who first described kraurosis vulvae, reported that 3 of his 8 patients became 
pregnant, while F. J. Taussig (Arcu. Dermat. & SypuH. 21: 431 [March] 1930) 
stated that kraurosis vulvae is simply an exaggerated senile atrophy of the external 
genitalia. I feel that Hamilton Montgomery, U. S. Counseller and W. M. Craig 
(ibid. 30:80 [July] 1934) have stated the problem more clearly. Leukoplakia is 
essentially hypertrophy of the epidermis, while kraurosis is atrophy of the cutis. 
In the latter disease, just below the epidermis is a layer of loose connective tissue, 
or intense edema, but if one punctures this area no serum exudes. Dr. Ketron and 
I made unsuccessful attempts to stain this homogeneous material (Surg., Gynec. & 
Obst. 61:635 [Nov.] 1935) with many different stains. The same type of tissue 
was seen in our cases of white spot disease but never in scleroderma. 

Dr. M. H. GoopMan, Baltimore: I am almost in complete agreement with 
Dr. Stokes in the matter. I do not think the condition in these cases has any 
connection with scleroderma. On the other hand, I think it has nothing to do 
with lichen planus, as was originally suggested. In going over the few cases I 
have observed in Baltimore in the last three or four years, I carefully looked 
clinically for a lesion that might be interpreted as lichen planus. I was never 
able to find one. Microscopic sections from 2 of my patients showed lesions in 
all stages, including those that represented the tiny earliest form of lesions, with 
the slightly wrinkled surface and infiltration which are not seen in scleroderma. 
None of the early or late lesions had the smooth marble-like aspect of scleroderma. 
In many sections I was not able to identify any infiltrate up against the epidermis 
dissolving the basal layer, and that is the characteristic feature of lichen planus. 

I have concluded, therefore, that lichen planus sclerosus et atrophicus is a 
disease sui generis and has nothing to do with lichen planus and certainly nothing 
to do with scleroderma. 

Dr. Frep Wise, New York: It is my well considered opinion that in none 
of the cases presented today is there anything related to lichen planus. It is 
possible that in some there may have been lichen planus at one time and that the 
lichen planus has disappeared and left the present lesions, but I doubt that. I 
strongly oppose the opinion stressed by Dr. Stokes, that some of these patients 
have lichen planus, for the reason that lichen planus exists as a true sclerotic and 
atrophic process. In such cases biopsy of some of the lesions will show true 
lichen planus with the infiltrate right up against the epidermis, but in the late 
lesions the infiltrate will be down below, with an intervening area of homogeneous 
tissue. None of the patients seen today showed such changes. 
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Dr. JosePH C. BERNSTEIN, Baltimore: In our case the histologic picture influ- 

ed the diagnosis; that is, the epidermis was atrophic. There was some edema 
f the papillary layer below the epidermis. The papillary layers and the upper- 

st portion of the reticular layers have been replaced by a homogenized semi- 
iyalinized band of connective tissue. Thus far the description would fit either 
lichen sclerosus et atrophicus or scleroderma circumscriptum. If the former con- 
itions were present, one would expect to see a band of lymphocytes stretching 
icross this layer of connective tissue. This was absent, and in its place there 
yas some perivascular infiltration such as occurs in circumscribed scleroderma. 
For the latter reason especially we finally placed the case under its present 
heading. 

I must apologize for taking a biopsy specimen from an older lesion beneath 
the breast. One of the papular lesions on the shoulder may have shown the 
structure of lichen planus. In the future one of these will be excised and studied. 
(Note.—This was done, but the section showed a structure similar to that of the 
initial specimen.) 

In the case of the child (first case of Dr. Ginsburg) histologically the section 
showed this band of lymphocytes across the entire reticular layer beneath the 
collagenous tissue, and if the histologic structure is to be accepted as differentiat- 
ing the two diseases that case will have to be classified as one of lichen sclerosus 
et atrophicus rather than circumscribed scleroderma. 


Fox-Fordyce Disease (Estrogenic Studies). Presented by Dr. M. H. Goop- 
MAN, Baltimore, and Dr. Mitton SoLtoman, Baltimore (by invitation). 


J. M., a white unmarried woman aged 23, is presented from the Sinai Hospital. 
In May 1937 the patient first noticed intense itching in the axillas, which rapidly 
involved the breasts and pubic area. Her general health had been good, and until 
this time the menses had been regular, lasting five to six days. At the onset of 
the pruritus the menses became irregular, appearing every other month and lasting 
six days. Itching was most intense during the premenstrual and the menstrual 
period. 

Examination showed the uterus to be displaced to the left but of normal size. 
The eruption, which was first observed on June 5, 1937, consists of discrete 0.1 
to 0.3 cm. follicular infiltrated papules, smooth, rounded, flat topped and dome 
shaped, in each axillary fossa. Concentric about each nipple is a row of uniform 
discrete pinkish 0.2 cm. dome-shaped firm papules. A few 0.2 to 0.3 cm. excori- 
ated follicular papules have been noted at times in the pubic area. 

The Wassermann reaction of the blood was negative. The basal metabolic 
rate was —20 per cent. Microscopic examination of a papule showed dilated 
apocrine glands. The lining cells were thinned and surrounded by an intense 
cellular infiltrate, including large mononuclear cells, which invaded the walls of 
the glands. There was some destruction of the fatty bed. 

The eruption was uninfluenced by eight weekly fractional roentgen treatments, 
each of one-fourth “skin unit.” After administration of 0.2 Gm. of thyroid extract 
daily the basal metabolic rate returned to normal, but the eruption was unchanged. 
Determinations of estrogen in three day pooled specimens of urine during a thirty- 
day cycle from the end of one menstrual period to the onset of the next showed 
an abnormally low content in the ovulation zone (fifteenth to twelfth day before 
the period) and in the premenstrual zone (three days prior to the period). During 
these three day periods there is normally the highest rise in the curve of both 
estrogen and androgen secretion. Since retention of sodium chloride and of water 
usually shows an increase during the premenstruum, with a resultant increase in 
weight, a low sodium chloride-alkaline ash diet with addition of large doses of 
potassium citrate was given to the patient during one menstrual cycle, to determine 
whether the removal of the water retention factor would favorably influence the 
itching. There was no effect. Two thousand international units of an estrogen 
administered twice weekly for five months seemed to reduce the itching slightly; 
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however, there were objective evidence of activity of the lesions in the axillas at 
that period and continuous persistence of the mammary lesions. The patient has 
been given 10,000 international units of an estrogen twice weekly within the past 
month, and there has been no change in the appearance of the lesions. 


MANHATTAN DERMATOLOGIC SOCIETY 
Max Scueer, M.D., President 
Dec. 13, 1938 


AntuHony C. CrpotLtaro, M.D., Secretary 


Seborrheic Eczema (Effect of Sulfur in High Concentration). Presented 
by Dr. E. WitttAM ABRAMOWITZ. 

A. A., a housewife aged 42, born in Turkey, had the first attack of seborrheic 
dermatitis two and one-half years ago, on the scalp, breast, axillas and forearms. 
After many months’ treatment with various local remedies, the eruption cleared 
except on the scalp and ears. It relapsed eight months ago, spreading over the 


scalp and face. 
She was given sulfur and ammoniated mercury in the conventional strengths, 
with no effect. The use of 30 per cent sulfur ointment has brought about steady 


improvement, with no sign of an ill effect. 
DISCUSSION 

Dr. IsaporE Rosen: This case is interesting because of the rapid improve 
ment produced by the 30 per cent sulfur ointment used on this acute inflammatery 
process. I should hesitate to employ such drastic treatment for patients with acute 
conditions. However, the clinical improvement shows the benefit that may be 
obtained from this heroic treatment. 

Dr. ANTHONY C. CrpoLLARO: When Dr. Abramowitz first got the idea of 
using 20 to 30 per cent sulfur in cases of pityriasis rosea, dermatologists hesitated 
to use such strong concentrations. In the 6 or 7 cases which I observed several 
years ago the condition improved, and in not a single instance did dermatitis 
develop. 

Dr. Maurice Costetto: I treated scrotal eczema with 30 per cent sulfur 
at Bellevue Hospital. The therapeutic result was good. There was little local 
reaction, in fact much less than when the weaker strengths were used on the 
same patients. 

Dr. George M. MacKee: The subject under discussion is irritation of the 
skin from strong sulfur ointment. Dr. Abramowitz emphasized the point that 
some patients could not tolerate a weak sulfur ointment—2 or 3 per cent—but 
could tolerate a 30 per cent sulfur ointment. As far as irritation is concerned, 
that is simply a matter of toleration. It is known that some patients can stand 
a strong sulfur ointment, and some cannot. Sensitization or allergy is a different 
matter. I have heard that chemicals in low concentrations were not tolerated 
while stronger concentrations were, but I have not had that experience. I know 
that the scalp as a rule can tolerate much stronger ointments than the skin. I 
have had good results in treatment of seborrheic eczema with 30 to 40 per cent 
ammoniated mercury ointment when the eruption failed to yield to a 12 per cent 
ointment. I have had less experience with sulfur than with mercury. 

Dr. Lupwig OULMANN: The literature shows that in France, Italy and Ger- 
many high concentrations of sulfur were used at one time with good results. 
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Dr. Davin BLoom: In this connection it may be pertinent to report a case 

which moderately severe eczema of many months’ duration in a young woman 
esponded to the application of sulfur and salicylic acid ointments with a certain 
leeree of improvement only. When the concentration of sulfur was lowered to 
per cent the patient was freed from the eruption. Wéith increase of the con- 
entration the disease reappeared. 

Dr. Paut E. BecHet: It has always been difficult for me to understand why 

10 per cent sulfur ointment frequently sets up a severe dermatitis whereas one 
ontaining 40 or 50 per cent does not. It seems to me that none of the explana- 
tions offered is particularly plausible. 

Dr. MAx ScHeer: I think that the action of powdered sulfur on the skin is 
mild. I employ it for traveling men who have scabies and for persons who 
are not able to bathe every day or who live in hotels. It takes two or three weeks 
to cure the scabies instead of two or three days, as with ointments. Therefore, 
| should not expect a dermatitis from powdered sulfur. 

Dr. E. Wittt1AM ABRAMOWITZ: The action of the various active ingredients 
and different ointment bases on various cutaneous diseases is far from a closed 
book. For instance, the common impression is that when a 5 per cent ointment 
of an active ingredient and then a 10 per cent ointment of the same active ingre- 
dient are prescribed, the effect is twice as great with the second. That is not so 
according to the pharmacologists. For each active ingredient the percentage of 
increase in action is not in direct proportion to the increase in concentration. For 
instance, if one uses, say, 30 per cent sulfur, cne probably does not get six times 
the action of a 5 per cent concentration. 

Regarding allergic hypersensitivity, so far the patients treated with 30 to 40 
per cent sulfur have not shown signs of irritation, although some have reacted 
positively to a patch test with a 5 per cent ointment and not with the stronger 
concentration. 

All dermatologists observe cases of scabies in which dermatitis develops from 


- 


a sulfur ointment of 5 to 10 per cent. In other cases the medicament given is 
much stronger but there is no dermatitis. 

I do not think that the high per cent of sulfur in the fatty base (petrolatum) 
forming a paste is sufficient in itself to explain the difference in results obtained 
between a 5 per cent sulfur ointment and a 30 per cent sulfur ointment. 

I have used a 30 per cent sulfur ointment for pityriasis rosea with surprisingly 
good results. The type cf seborrheic eczema presented tonight would usually 
warrant the use of nothing but the mildest topical application. Yet the result 
speaks for itself. It is sometimes necessary, with due precaution, to break the 
onventional rules when a dermatitis does not respond to accepted procedures. 


A Case for Diagnosis (Lupus Erythematosus of the Telangiectatic 
Type?). Presented by Dr. Paurt E. Becuert. 

S. K., a white man aged 56, states that a lesion has been present for three 
months. Inspection shows a sharply outlined patch about 4 cm. in diameter near 
the left temple. It is slightly scaly, distinctly atrophic and telangiectatic. The 
patient is a printer and does not expose himself to sunlight; even his recreation 
periods are spent indoors. He is not exposed to strong direct artificial light but 
works under indirect illumination. The exposed parts of the face are distinctly 
paled, but the neck is not affected. One histopathclogist made the diagnosis of 
telangiectatic lupus erythematosus; another suggested actinic dermatitis. 


DISCUSSION 

Dr. Davin Bioom: Clinically the lesion appears to be circumscribed telangi- 

ectasia. There is no atrophy, scaling or other change, and therefore the diagnosis 
of lupus erythematosus does not seem to be justified. 

Dr. Georce M. MacKee: I do not think this case is one of lupus erythema- 

tosus telangiectodes. Without going into detail, I see no symptoms of lupus 
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erythematosus. I think Dr. Bloom's diagnosis of circumscribed telangiectasia js 
as good as could be made. The condition cannot be actinic dermatitis, according 
to the history. If the patient had a more generalized eruption one probably would 
make a diagnosis of poikiloderma, and I am wondering whether it is not possible 
to have a circumscribed poikiloderma. Pigmentation and atrophy are lacking, 
but they might come later. 

Dr. Maurice CosteLtto: Has the patient received roentgen therapy over that 
area? To me the condition looks like actinic telangiectasia. 

Dr. Frep Wise: Weidman described a similar condition under the name of 
senile elastosis. 


Trophic Ulcer. Presented by Dr. ANtHony C. CIPOLLARO. 


I. B., a woman aged 60, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Sept. 28, 1938, complaining of 
(1) an ulcer on the right sole of five years’ duration, (2) varicose veins and (3) 
chronic dermatitis of both legs. 

The patient states that five years ago she had a callus removed by excision. 
Since then the area has remained open, draining and painful. The patient had 
been treated with salves, roentgen rays and cautery before coming to the Skin 
and Cancer Unit. The painful ulcer situated on the right sole appears to be 
surrounded by a hyperkeratotic area. It shows no tendency to healing. 

The Wassermann reaction of the blood was negative; the blood sugar content 
was 110 mg. per hundred cubic centimeters. Examination of the spinal fluid 
showed no abnormality. 

Study of the vascular status disclosed no obstruction to the major arterial 
supply of the extremities. 

A neurologic examination showed no pathologic condition which would account 
for the ulceration. 

A medical examination revealed chronic cardiac disease with auricular fibrilla- 


tion and enlargement of the heart. 


DISCUSSION 

Dr. Georce M. MacKee: I am inclined to agree with Dr. Cipollaro’s diag- 
nosis. It must be taken into consideration that the patient has had an unknown 
quantity of roentgen rays applied to that area and that there is a good deal of 
pain. Therefore, chronic radiodermatitis must at least be considered. I have had 
a number of cases of a picture exactly like this, and most of the patients were 
diabetic. I am not willing to accept the one report on the blood sugar as final. 
Determinations of sugar should be done carefully and perhaps repeatedly. The 
only thing that helped my patients was keeping the feet absolutely at rest and 
keeping the sugar level down. 

Dr. Lupwig OULMANN: It is understood that syphilis and sugar have to be 
looked for. In the center of the ulceration there is a bean-sized hard keloidal 
growth, with the ulceration forming a ring around it. This may be the cause 
of the pain and should be histologically examined. It may be a keloid pressing 
on a nerve or a neuroma or a malignant growth. It should be excised, as it 
prevents healing. 


Psoriasiform Dermatitis. Presented by Dr. ANtHoNy C. CIPoLLARo. 


A. L., a woman aged 40, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Oct. 13, 1937, with an extensive 
erythematous, exudative and crusted eruption involving both groins, of three 
years’ duration, The lesions improved when treated with naftalan ointment (a 
rectified petrolatum containing about 3 per cent of a hard soap). In March 1938 
varicose veins of both legs were treated by injection. 

The lesions on the medial surfaces of both thighs remained pruritic and did 
not show any tendency toward healing. Seven treatments with unfiltered roentgen 
rays were given at weekly intervals, each treatment consisting of 75 roentgens 
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In June 1938 a generalized eruption composed of millet-sized elevated shiny 


ules developed. The right popliteal space was covered with an erythematous, 
htly infiltrated, crusted and fissured eruption. Treatment with various topical 
medies and special bandages did not influence the lesions. 

\ biopsy specimen from the right popliteal area showed psoriasiform derma- 


DISCUSSION 

Dr. Frep Wise: I should not venture a definite diagnosis. I think the condi- 

is probably psoriasiform seborrheic eczema. My idea of treatment in such 
case is simple. I think the patient does not get well because the prescribed 
medies are not properly applied and the treatment is neglected on the part of 
e patient. If the patient were hospitalized and had proper care, one could cure 
e condition with mild antiseptic ointments or wet dressings of a mild solution 
f silver nitrate. 

Dr. GeorGE M. MAcKee: I agree with Dr. Wise therapeutically. Regarding 
the diagnosis, I should call the condition eczema of unknown variety and unknown 
ause. 

Dr. E. Witttam AsBRAMOwITz: I consider it a form of eczema. I suggest 
that the patient be sent to the hospital for a few weeks. I should favor local 
pplication of a 5 per cent silver nitrate solution, followed by treatment with 
2 or 3 per cent crude coal tar ointment and ultraviolet irradiation. 

Dr. Paut E. Becnet: I should like to ask the presenter whether he has 
observed lesions in the groin, as the lesion on the ankle resembles a mycotic 


nfection. The eruption suggests the possibility of both trichophytosis and derma- 


titis haemostatica. 

Dr. ISADORE RoseN: I agrée with the remarks of most of the physicians who 
liscussed this case. Lesions of this type are confusing, especially when one is 
teaching students, for the close similarity between psoriasis, neurodermatitis and 
hronic eczema makes clinical differentiation difficult. It has been my plan to 
classify such manifestations as a psoriasiform type of eczema. 

Dr. Georce C. ANpREws: I have seen conditions somewhat like this one 
caused by hemolytic streptococci. Some of these lesions are impetiginous, super- 
ficial and exudative. The one on the left knee is particularly of this character. 
[ suggest that the lesion be cultured for Streptococcus. I have seen conditions 
f this kind improve rapidly under treatment with sulfanilamide and methyl- 
rosaniline (gentian violet). 


CHICAGO DERMATOLOGICAL SOCIETY 
HAMILTON Montcomery, M.D., President 
Dec. 21, 1938 


H. Ratrner, M.D., Secretary 


Progressive Dermatofibroma. Presented by Dr. M. E. OBERMAYER. 

K. S., a woman aged 26, born in Hungary, had a lesion removed surgically 
vhen she was 17. It was what she calls a “red birthmark,” the size of an egg, 
ind had been present on the anterior part of her right shoulder since birth. After 
this, nodules appeared at the site of operation and spread rapidly. In 1937 and 
1938 two of the largest nodules were excised. During the latter half of 1938 the 
growth started to extend downward and medially until it involved the present 
sites, i. e., the right side of the chest from the apex of the shoulder over the 
cromion and down across the clavicle onto the middle of the upper portion of 
breast in the form of a yellowish keloidal mass, with firm erythematous 


e 
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borders. At the lateral border of the lower part and in the midclavicular 
over the second rib, two fibrous nodules about 1 cc. in diameter developed. 
lesions are not tender. 

Physical examination revealed no abnormalities except the eruption. The 
Wassermann and the Kahn test of the blood serum, a blood count and urinalysis 
gave normal results. A slide is presented. 


DISCUSSION 

Dr. A. W. Stittrans: From the history and the clinical appearance the 
suspicion of fibrosarcoma seems justified. Whether there is any histologic support 
for this diagnosis I must leave to physicians more expert than I. 

Dr. Otto H. Foerster, Milwaukee: I agree with the diagnosis of dermato 
fibroma. 

Dr. RuseN NoMLanp, Iowa City: I believe that clinically and histologically 
the diagnosis is correct. 

Dr. HAMILTON MontTGOMERY, Rochester, Minn.: I do not believe it is always 
possible to distinguish histologically between a keloid and a dermatofibroma, 
although the arrangement of the fibroblasts in parallel strands would be more 
suggestive of a keloid, as contrasted to the disorderly arrangement of the fibrous 
tissue in a dermatofibroma. I did not see any mitotic figures or evidence of 
malignant change to justify a diagnosis of dermatofibrosarcoma protuberans of 
Darier. 

Dr. M. E. OsermMayer: I feel justified in differentiating this tumor from 
ordinary keloid for the following reasons: 

1. Keloids grow to a certain size, after which they remain stationary. This 
growth continued to extend until a considerable area had become involved, and 
this extension took place in crops of nodules over a period of eight years. 

2. The histologic section showed that the fibromatous growth occupies the 
cutis in its entire thickness, insinuating itself between the constituents of the sub- 
cutaneous tissue and replacing most of it. 

Even if the condition does not correspond clinically exactly to that described 
by F. E. Senear, Edmund Andrews and D. A. Willis (ArcH. Dermat. & Sypu 
17: 821 [June] 1928) as “progressive and recurrent dermatofibrosarcoma,” I feel 
that the tumor should be classified with that group. 

The concept advanced by Hoffman relative to the intermediate position of the 
tumor between fibroma and sarcoma, comparing it to the “basal cell type” of 
epithelioma in its position between benign epithelial growths and squamous cell 
cancer, seems much to the point. 


Lichen Planus of the Buccal Mucosa. Presented by Dr. Marcus R. 


L. D., a white woman aged 48, was seen four months ago, with lesions on 
the insides of the cheeks of one year’s duration and many pinhead-sized to slightly 
larger violaceous shiny angular papules in the lumbosacral region. Two frac 
tional doses of roentgen rays were given to the back, and then treatment was 
discontinued. At present the only lesions on the back are residual brown macules. 
On the mucosa of both cheeks is a cross hatching of silvery white streaks, with 
superficial erosions within the patch on the left cheek. 


DISCUSSION 


Dr. CLarK W. FINNERUD: ‘The case is interesting because of the erosion 
Every once in a while the question arises whether one is seeing lichen planus, 
lupus erythematosus, moniliasis or leukoplakia limited to the buccal mucous mem- 
brane, because an erosion is occasionally encountered in any one of them. I have 
seen this in several definite instances of lichen planus of the mouth associated 
with lesions of the disease elsewhere. Because of the character of the lesions 
elsewhere I feel rather certain about the diagnosis of lichen planus in this case 
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Dr. HAMILTON MontcoMeEry, Rochester, Minn.: Because of the erosive and 
erative lesions of the mucous membrane, so-called submucous thrush should 
considered in differential diagnosis. It is my belief, however that most lesions 
acenosed as submucous thrush prove on histologic examination to be lichen 
anus. In a few cases, however, at the Mayo Clinic, cultures showed Monilia. 
histologic studies also revealed the organisms of thrush in the tissue. The 
nidermis was not edematous. The characteristic histologic changes of lichen 
anus were absent in these few instances. 


Tuberculosis Cutis (Sarcoid, Lupus Pernio Type?). Presented by Dr. 

CLARK W. FINNERUD. 

|. M., a freight handler aged 59, was first seen on Dec. 1, 1938, because of 
n eruption involving chiefly the forehead and eyelids, of twénty-four years’ dura- 

n. His general history was essentially irrelevant. 

He stated that at birth he had a red slightly elevated finger nail—sized soft 

dule above the medial end of the left eyebrow (from his description apparently 
emangioma). In 1914 this lesion was traumatized and it increased in size to 
hat ef a penny in the course of three years. At that time he had fifteen roentgen 
treatments, which did not help it appreciably; so it was excised. Six years later, 
that is in 1923, red spots appeared at the sites of the stitch scars, and these 
radually increased in size. A year later the involved area was about the size of 

silver dollar. ‘Fhe disorder remained more or less stationary for the next nine 

ten years, until last spring (1938), when the skin of the forehead and eyelids 
became red and swollen. 

Examination showed diffuse, soft light red tumefaction of the skin of the fore- 
head and eyelids, most marked just above the glabella. 

Sections prepared for histologic study showed replacement of the corium by 
nests of epithelioid cells. Lymphocytic infiltration was present in variable amounts 
about the periphery of these nests, and in most of the nests a giant cell of Langhans 


type was present. The elastic tissue in the involved areas was destroyed. The 
epidermis was thinned as the result of pressure of the underlying growth and in 
one portion was torn off in the preparation of the sections. Stains showed no 


acid-fast bacilli. 


DISCUSSION 

Dr. Rusen NoMLAND, Iowa City: I think the case is one of lupus vulgaris 
rather than of sarcoid. I feel that the microscopic structure is not classic for 
sarcoid, but is more typical of lupus vulgaris. There are giant cells and typical 
tubercles. The history and objective lesions seem to fit better with a diagnosis 
of lupus vulgaris. 

Dr. A. W. Srit_t1aAns: I agree with what Dr. Nomland has said. I should 
all the condition lupus tumidus. I do not think it wise to make the diagnosis of 
sarcoid without the typical histologic picture. 

Dr. HAMILTON MontTGOMERY, Rochester, Minn.: The histologic picture sug- 
gested lupus folliculitis disseminatus, and the tubercles seemed to be centered about 
blood vessels. The distinction between lupus folliculitis disseminatus, which is a 
hematogenous type of tuberculosis, and lupus vulgaris must be dependent on mul- 
tiple or serial sections to demonstrate whether the tubercle formation is centered 
ahout blood vessels. 

\t the Mayo Clinic I recently saw a patient 77 years of age who had a plaque 
n his arm which had been present since the age of 3 years. Histologically this 
proved to be lupus vulgaris. I wonder in Dr. Finnerud’s case whether the early 
lesion described as angiomatous might have been lupus vulgaris and the present 
lesion simply an enlargement and persistence of that disease. It will be interesting 

find out what the tuberculin reaction is. 

Dr. CLaRK W. FINNERUD: This case was presented as one of tuberculosis cutis 
nd, in parentheses, sarcoid of lupus pernio type with a question mark. So far 
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as the histologic picture is concerned, giant cells may be numerous in sarcoid. 
although classically there are for the most part pure epithelioid cell nests. The 
histologic picture in this case was not incompatible with sarcoid, but it did look 
so much like lupus vulgaris, in some places diffuse and in others well localized. 
that the case was presented as an instance of tuberculcsis cutis. I shall study it 
further, but I think it is an interesting case from the standpoint of classification. 


Norte.—The tuberculin reaction proved to be strongly positive. 


Lichen Nitidus (with Keratotic Patches on the Palms). Presented by D; 

Earte R. PAce. : 

Mrs. G. M., aged 34, came under observation in March 1937, with an asympto- 
matic eruption that had been developing since early 1935. It consisted of pinhead- 
sized shiny papules without scale, varying in color from that of normal skin to 
dark tan. Transparency was so marked in the younger lesions as to suggest 
vesiculation. They were discrete and sparse, being most thickly set in the popliteal 
areas and the flexures of the forearms and on and about the vulva. Sparse isolated 
lesions were present on the trunk, arms, thighs and legs. In the centers of the 
palms were apparently hyperkeratotic patches of coin size, which on close scrutiny 
were seen to be composed of coalescent papules, many of which showed puncta or 
umbilication. There were satellite papules identical with those on the arms. Micro- 
scopic examination of a specimen from the popliteal group showed in one place 
a small sharply circumscribed dermal papule consisting of a dense cellular infiltra- 
tion which extended up to the thinned epidermis. The infiltration was composed 
of epithelioid cells and lymphocytes, and there was one giant cell. Examination 
by an internist and laboratory tests revealed no suggestion of tuberculosis. 

During the latter months of a pregnancy which terminated July 20, 1938, there 
was gradual involution of the process (with little attempt at treatment), until at 
delivery there were no evident lesions. Since then there has been a gradual return 
to the present state, showing involvement only of the arms and forearms and the 
hyperkeratotic patch on the left palm and one finger. There has also been a 
papulosquamous pink and pruritic involvement of the elbows, at times showing no 
parallelism to the lesions of lichen nitidus. The chemical components of the blood 
at two determinations were within normal range, except for cholesterol, which was 
up to 195 mg. per hundred cubic centimeters during pregnancy. Four determina- 
tions of basal metabolic rate, before, during and after pregnancy, gave values 
ranging from —8 to —14 per cent. She has been taking thyroid and an estrogenic 
substance during the present recurrence. 


DISCUSSION 

Dr. M. E. OBERMAYER: While there is no doubt about the diagnosis, I feel that 
the keratotic patches on the palms should not be interpreted as lichen nitidus with- 
out histologic confirmation. Lesions of lichen nitidus remain exactly the same size 
and never coalesce. 

Dk. Earte R. Pace: I did intend that those patches should be considered 
part of the eruption. Of course, I grant that I have had the opportunity to 
see the patches under better light and am convinced that they are composed of 
confluent papules. There are typical satellites and hyperkeratotic lesions near therh 
The course of the two patches has exactly paralleled that of the rest of the erup- 
tion. They took part in the involution (during pregnancy) of the original eruption. 
I did not perform a biopsy of the palmar patches. 

SuBsEQUENT Note.—Biopsy of the questioned palmar patch showed closely set 
but sharply circumscribed dermal papules beneath hyperkeratotic epidermis. The 
infiltrate was identical with that seen in the discrete lesion shown at the time of 
presentation. 
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A Case for Diagnosis (Eruption on the Forehead and Front of the 
Cheeks). Presented by Dr. CLarK W. FINNERUD. 

R. B., an office clerk aged 22, was first seen on July 19, 1938, because of an 
eruption of two years’ duration. 

He stated that the forehead and front of the cheeks had been red and swollen 
but devoid of subjective symptoms for this period, although the condition was 
isually worse in summer. It had never entirely cleared. He had had numerous 
ensitization tests, including a large number with food, but the findings were 
negative. He had used local preparations. He had always been in good health, 
and his history was essentially irrelevant, aside from the fact that in the past two 
years there had been mild conjunctivitis. 

Examination showed diffuse redness and swelling involving most of the front 
of the forehead and both cheeks, but the right cheek more markedly than the left. 
There was telangiectasis of the left ear lobe. A slight papular element had been 
noticed at times, giving the eruption somewhat the appearance of atypical rosacea. 
On certain other occasions it had mildly resembled unusual lupus erythematosus 
and at other times seemed distinctly to be unusually red, solid edema of these parts. 
\s the result of roentgen therapy, arsenical medication, intravenous injection of 
sodium gold thiosulfate and the use of various local preparations, there has been 
no apparent improvement. In the past two weeks the patient has been taking 
sulfanilamide by mouth, without apparent improvement. No biopsy has _ been 
performed. 

DISCUSSION 


Dr. Lester M. Wieper, Milwaukee: From its clinical appearance, I considered 
this condition to be chronic low grade lymphangitis with lymph stasis, but it is 
unusual, as it has failed to produce the febrile reactions usually recurrent with this 
type. 

Dr. M. H. Expert: I think attention should be called to the tumid appearance 
of the lobe of the left ear, with dilatation of the superficial vessels, which would 
suggest either tuberculosis or lupus erythematosus. I know that in tuberculosis the 
lobe of the ear will sometimes take on some unusual appearances. With that in 
mind I should be inclined to think the whole process is of the same type. 

Notre.—Histologic sections of tissue from the left ear lobe showed slight vascular 
dilatation, chiefly in the upper half of the corium, but practically no cellular infiltra- 
tion or other noteworthy change. 


Localized Ichthyosis. Presented by Dr. A. W. STILLIANs. 


A stock boy handling automobile parts, aged 20, American born of Italian 
parents, was well until 2 years old, when after an attack of diarrhea the present 
trouble appeared. His mother tells that at first there were pustules, which left 
white scars on healing. His health has been good except for the cutaneous disease. 
He sweats profusely in summer, and when he plays football the affected areas of 
skin get red and itch. His parents know of no similar condition in the family. 

The Wassermann and the Kahn reaction were negative. A blood count showed 
90 per cent hemoglobin, 4,710,000 red corpuscles and 8,800 white corpuscles of 
which 55 per cent were polymorphonuclears, 40 per cent lymphocytes and 5 per 
cent monocytes. The basal metabolic rate at one determination was +21 per cent 
and at another +10.2 per cent. The latter value was probably the more nearly 
correct. 

The eruption occupies the inner side of each arm and forearm, the lower part 
of the back, the buttocks, thighs and legs. Several pale ill defined groups of 
lesions were seen on the upper part of the trunk. The head, hands, feet and flex- 
ures are free. The eruption is composed of soft, small papules, partly discrete and 
partly confluent, in oval or round patches and extensive scaly areas. In some of 
the latter are round patches of eruption, separated from the rest by circinate or 
arciform lines, 0.5 to 0.8 cm. in width, of normal skin. The papules are dark brown 
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and scaly. Most of the confluent areas are also dark brown, but several of then 
are reddish brown, Within the patches are a number of round or oval white spots, 
apparently superficial scars, from 0.5 to 1 cm. in diameter. The skin of the pig 
mented areas wrinkles as though atrophic and is scaly. 

A biopsy specimen from the right loin showed moderate hyperkeratosis, part) 
exfoliating, with small groups of persistent nuclei here and there. The granula: 
layer was well marked; the large oval nuclei stained pale blue within the heavily, 
stained protoplasm. Acanthosis was marked throughout most of the section, th 
papillary pegs confluent in places and in other parts bent, producing a reticular 
appearance. The prickle cells were edematous and most of the nuclei large and 
pale staining, but throughout this layer and the basal layer there were many balloon 
cells, in whose cavities were seen deeply stained pyknotic nuclei. Little chromatin 
and few mitoses were seen. The papillary layer was edematous, particularly about 
the dilated blood vessels, which were surrounded by a moderate infiltrate of round 
and connective tissue cells. There were many large and small chromatophores in 
this layer. The deeper layers of the skin were normal except for the absence of 
glands and the dilatation of the lymph spaces about the blood vessels and abcut 
the single hair seen. 

DISCUSSION 

Dr. Orro H. Foerster, Milwaukee: I differ with the presenter as to the diag- 
nosis. I consider the condition an example of parapsoriasis. The follicular hyper- 
keratcesis that was pointed out as one of the features of localized ichthyosis, | 
think, is also seen in parapsoriasis. The absence of changes on the palms and soles 
as well as in the nail structures is an important point that enters into the 
differentiation. 

Dr. OxrtverR S. Ormssy: I think this patient has parapsoriasis. There are well 
defined patches of dermatitis which do not occur in ichthyosis. Ichthyosis is a 
generalized condition, as a rule. In one type there is some erythema. In this case 
the location, localization and absence of subjective symptoms favor a diagnosis of 
parapsoriasis. The duration is also favorable. Histologically the hyperkeratosis is 
not as marked as it usually is in ichthyosis. I think the histologic picture would 
pass satisfactorily for parapsoriasis. 

Dr. HAMILTON MONTGOMERY, Rochester, Minn: The histologic as well as the 
clinical picture, I believe, fits in with parapsoriasis. The granular layer is more 
prominent than it would be in ichthyosis, and there is a greater degree of infiltrate 
The patient does not present symptoms of ichthyosiform erythroderma. 

Dr. A. W. StiLt_taAns: Parapsoriasis was considered in the differential diag- 
nosis, but evidently dismissed too-lightly, largely on the basis of the histologic 
features. I am ready to grant that parapsoriasis explains some features of the case 
more easily than the diagnosis under which I presented it. 


Familial Leprosy in an American-Born Patient. Presented by Dr. M. H. 
Epert and Dr. A. SLEPYAN (by invitation). 


A. B., a white woman aged 54, presents a generalized eruption of ten months’ 
duration. The only sensation is a slight burning in the lesions, and at times there 
is a little tingling in the fingers and toes. The lesions first appeared on the arms 
while she was in the hospital convalescing from an operation for perineal repair. 
New lesions continued to appear, and none has disappeared. She has been in good 
health except for slight twinges of pain in the region of the gallbladder. There 
has been no history of malaise, chills or fever. 

The patient was born on a farm in Virginia. Her mother was a native of 
Tennessee and her father of Kentucky. They migrated to Kansas when she was 
12 years old, first to a farm and later to a town. She was married on the Indian 
reservation in Kansas at 16 years of age. Her husband was a native of Chicago. 
The family moved to Chicago when she was 22 years old and lived here until eight 
years ago, when they moved back to Kansas; they lived on a farm there until 
two and a half years ago, when they returned to Chicago. She has 6 children, all 
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ng and all well except 1 daughter who was presented at the October 1936 meet- 
of this society because of leprosy (ArcH. Dermat & Sypu. 36:213 [July] 

7) and who is now at the United States Marine Hospital in Carville, La. 

[he eruption is most prominent on the extremities, back, hips and face. The 

are somewhat edematous, especially the left. On the anterior surface of the 
er third of the left leg there is a hand-sized reddish brown plaque, made up 
maller nodules and plaques which have coalesced. These are moderately infil- 
ted. A more diffuse plaque appears in a symmetric position on the right leg. 
attered over the upper and lower extremities are brownish to bluish red patches 
ying in size from that of a small to that of a large coin. Some are slightly 
filtrated. In others the infiltration is scarcely palpable. They are not raised, 

they fade imperceptibly into the surrounding skin. The areas on the cheeks 

forehead are erythematous and hardly infiltrated at all. On the back the 
ons are annular. The center has a slightly yellowish tinge, and the border is 
sh red. The brows are normal. There is slight atrophy of the last two inter- 
eous muscles of the left hand. 

\ rough neurologic examination was made. There was anesthesia to light touch 

the legs and the centers of the annular lesions on the back. There is an irregu- 

band of anesthesia to pain and temperature around the lower third of each leg. 
he Kahn reaction of the blood was negative. 

Acid-fast bacilli were demonstrated in a smear from one of the plaques and 

from the nasal mucosa and in large numbers in a biopsy section of a plaque. 

e histologic picture was that of chronic granuloma with large numbers of 

tiocytes and a few giant cells. 

DISCUSSION 

Dr. M. H. Esert: On two occasions, the latter at the St. Louis meeting of 

American Academy of Dermatology and Syphilology, on November 14, I 
heard Dr. G. W. McCoy state that physicians feel that north of Mason and Dixon’s 
line leprosy tends to die and that there is little danger of contagion for members 
of the family and associates, while south of Mason and Dixon’s line there is much 
ontagion. From this point of view this case is interesting. These patients are 
Americans and have always lived north of Mason and Dixon’s line. We are 
ertain that the daughter had the disease for a considerable period before the 
mother showed any symptoms. The present exacerbation on the skin seems to 
have been precipitated by a rather mild operation. There is one other interesting 
feature, that this woman is in excellent health. There is no history of malaise, 
fever or chills. Her principal worry concerns being able to satisfy a rather good 
appetite. 

Dr. JAMES H. MitcHett: Darier made the statement in his early editions— 
and he has repeated it since—that contagion in leprosy is practically unknown 
in the temperate zone. It is an interesting contrast that the disease is endemic 

Norway. 

Dr. HAMILTON MontGoMERY, Rochester, Minn.: I wish to call attention to 
Dr. O’Leary’s discussion of Dr. McCoy’s article on the communicability of leprosy 
(Arcu. Dermat. & Sypu. 37: 169 [Feb.] 1938). From the original 98 cases 
ot leprosy among Scandinavians who came to Minnescta, there were only 8 cases 
of secondary familial infection, and there have been no recent reports of leprosy 
in the state. 

Dr. Ottver S. OrMssy: Many years ago I reported what was probably the 
earliest case of indigenous leprosy in this part of the country. The man was 
born in Iowa and reared in Nebraska and had been in one or the other of those 
states all his life. He had classic cutaneous leprosy. On examination of the 
family a sister and one other relative were found to have the disease. They all 
iad contracted it from the father, who had come from abroad many years before. 
In that case the condition developed in this climate. That does not alter the fact 
hat Dr. McCoy is right in his observations, that it only exceptionally develops 

this part of the country as a contagious disease, whereas in the South contagion 

common, 
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Dr. H. Rattner: In that connection there is an interesting report by Char 
Flandin in the British Journal of Dermatology and Syphilis (80:399 {Aus 
Sept.] 1938), of 10 cases of contagion in France, where leprosy would not be 
expected to develop in this way. He pointed out that it is difficult to determir: 
the incubation period of leprosy because nobody knows when the disease begins 
He stressed the importance of fever and neuritic pains as early symptoms of the 
disease. He proved his cases of leprosy in this way: In early disease when he 
was unable to recover the organism he injected chaulmoogra oil intradermally. 
and after six to eight weeks he was able to recover the lepra bacillus from the 
site. In severa! cases in which the diagnosis was not certain he found the bacillus 
after such an intradermal test. For treatment he used a “speeific” chaulmoogric 
suspension, with which in several cases he succeeded in stopping fever. 

Dr. M. E. OBerMAYER: I should like to call attention to one clinical feature 
which was pointed out to me by an experienced leprologist several years ago, 
during a visit to the Philippine Islands. This patient presents diffuse lesions on 
the legs resembling ichthyosis. Such ichthyotic changes constitute a common early 
sign of neural leprosy and are said to be present in about 75 per cent of cases 

Dr. M. H. Esert: In confirmation of Dr. Obermayer’s remarks, this patient 
has a bandlike area of anesthesia to pain and temperature about the ankles. 


Pemphigus Erythematodes. Presented by Dr. S. W. Becker and Dr. M. E 

OBERMAYER. 

S. H., a Jew aged 56, was first seen at the University of Chicago Clinics, 
complaining of a bullous type of eruption which began beneath the eyes one and 
one-half years ago and spread to the scalp, face and anterior and posterior aspects 
of the chest. The eruption began as large “blisters,” which broke down, leaving 
raw areas under the eye. Light yellow crusting followed and has persisted 
Involvement of the mucous membranes of the mouth has been noted by the patient, 
and it is only here that the lesions have been tender. Bullous lesions over the 
upper part of the trunk have continued to appear, undergoing the same process 
as those on the face. 

General examination gave negative results. The Wassermann and the Kahn 
test of the blood serum, the blood count, including the differential count, and 
urinalysis likewise showed no abnormality. 

Examination showed numerous lesions on the face, scalp and upper part of 
the trunk; the primary lesions were bullae and the secondary changes crusting, 
both serous and sanguineous. A few bullae showed an erythematous base. In 
the mouth and on the mucosa of the cheeks several erosions bordered by fringes 
of epithelium were seen. 

The patient has been under treatment for the last six months and is doing 
fairly well. Bullae are still developing from time to time on the trunk. The 
crusted dermatitis on his face has become more accentuated and has assumed a 
butterfly distribution. 

A slide from the lesion on the face is presented. 


DISCUSSION 


Dr. Ottver S. Ormssy: I think this condition is classic pemphigus erythema- 
todes, which has been called the Schmidt type of pemphigus. I think the term 
Dr. Obermayer used should be adopted for this type. The lesions on the face, 
trunk and extremities composed of bullae and seborrheic patches are all typical 
of the early lesions I have seen. 

Dr. F. E. Senear: I feel that the lesions are typical of pemphigus erythema- 
todes. I should like to mention a case I had at the hospital recently that may 
throw some light on the question of whether the condition belongs in the pemphi- 
gus group or is a form of lupus erythematosus, as some writers have felt, or 
possibly that one type is pemphigus and another lupus erythematosus. The patient 
was seen by Drs. Cole and Driver, of Cleveland, and they made a diagnosis of 
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nphigus erythematodes. He presented a classic picture much like this one, 

ept that the involvement of the face was much more extensive and more of 

seborrheic type than the discoid. The patient had typical keratotic lesions on 
upper part of the trunk anteriorly and to a lesser extent on the posterior 
ect. He attended the University of Illinois clinic as an outpatient for several 

eks, when new lesions began to develop at a rapid rate. The patient was a 

psy and unable to take care of himself well at home, so he was admitted to 

e hospital. In a short time a typical picture of bullous pemphigus developed. 
\ typical pemphigus death, an exhaustion type, followed in a few weeks. Autopsy 
is performed, and while I have not the complete report, there were no pathologic 
alterations apparent except some secondary changes in the kidney. So here was 
case in which the clinical picture was originally perfectly typical for this type 

d quickly went over into a picture cf pemphigus vulgaris. Death was rather 
sudden even for chronic pemphigus. There was no leukopenia, such as commonly 
occurs with acute lupus erythematosus. 

Dr. THEODORE CORNBLEET: My observations agree with those of Dr. Senear. 
In addition, I have noticed that the patients do not have the typical odor of 
pemphigus, even in the later stages, when the clinical picture becomes typical of 
pemphigus vulgaris. 

Dr. A. W. Stitit1ans: I should like to add to Dr. Senear’s report that of a 
case I presented some time ago (ArcH. Dermat. & SypH. 26:373 [Aug.] 1932), in 
which an extensive bullous eruption typical of pemphigus later developed. The 
patient came into the Cook County Hospital and died after several months. 

Dr. Oxtver S. OrmMssy: I think this discussion is worth while, in view of 
the fact that in some cases a more malignant form has developed than that observed 
in my original cases. The first patient presented by Dr. Mitchell and me (Arcn 
DerMAT. & SypuH. 4: 284 [Aug.] 1921) was seen by me within the last two 
weeks. He is still perfectly well, but it took several years, at least ten, for this 
result to be attained. Another case included in Senear and Usher’s group with 
the one just mentioned was that of a woman with an extensive eruption. She 
had typical lesions resembling the three types just discussed. She has practically 
recovered. When she was presented six or seven years ago before the American 
Dermatological Association (ibid. 29:147 [Jan.] 1934) she appeared well. She has 
had two mild recurrences, and she is having such a recurrence just now. In going 
over the literature and studying the matter, I was convinced that in some of these 
cases a malignant phase develops and death occurs. The patients with early 
involvement whom we saw did not die, so we viewed this type as benign, but it 
is not always benign. Another type that Dr. Senear has distinguished from this 
really is disseminated lupus erythematosus with bullous lesions and is more serious. 

Dr. Hamitton MontcoMery, Rochester, Minn.: The histologic picture is 
that of pemphigus, not that of lupus erythenfatosus. The type of bullous forma- 
tion and benign dyskeratosis seen in the upper part of the epidermis simulates 
that seen in Darier’s disease and would suggest a virus as an etiologic factor. 
Welsh’s work would indicate that pemphigus is due to a streptococcus of one 
type and lupus erythematosus to a streptococcus of another type. 

In regard to lupus erythematosus, only about 50 per cent of a series cf patients 
with disseminate lupus erythematosus seen at the Mayo Clinic had less than 4,000 
white blood cells per cubic millimeter. Leukopenia is of definite diagnostic value 
and may be indicative of a more serious prognosis. The absence of leukopenia 
does not aid in differentiating between lupus erythematcsus and pemphigus. 

Dr. M. E. OperMaAyer: I am grateful for the extensive discussion. We 
thought that the picture in this case corresponded well to that described by Ormsby 
and by Senear and Usher. In addition, we want to report on preliminary work 
done in this case in confirmation of the studies on mouse brain carried out by 
A. W. Grace and F. H. Suskind (Proc. Soc. Exper. Biol. & Med. 37: 324 [Nov.] 
1937) in New York: Bacteriologic culture of fluid from the bullae (repeated ten 
times) showed on one occasion Staphylococcus aureus haemolyticus. <A series of 
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injections of mouse brain were begun, and control studies were made by injection 
of physiologic solution of sodium chloride in the same manner. Emulsions were 
made of the brains of the mice into which fluid from the bullae had been injected 
and which had died. These were injected intracerebrally into a second group 
In 4 instances symptoms of peri-irritability and partial paralysis of the front legs 
appeared four to six days after injection and preceded the mouse’s death by or 
or two days. Besides, intradermal tests with emulsions of infected mouse brain 
are being made, normal mouse brain in saline being used for controls. Positiv« 
dermal reactions have been obtained so far up to the fourth mouse group passage. 
All control tests gave negative results. Bacteriologic culture of all emulsions 
showed no growth on the day before they were used. The studies are being 
continued. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. F. E. Senear. 

J. N., a white man aged 73, first noticed a lesion on the back of his left hand 
about two years ago. This has enlarged slowly, and two more lesions hav 
appeared recently. The lesions were asymptomatic. Diabetes mellitus was present: 
it had been undetected prior to the dermatologic diagnosis. 

On the dorsal surface of the left hand is an annular lesion about 2 inches 
(5 cm.) in diameter, with a central smooth atrophic surface and a narrow frm 
rolled border, light brownish red with a yellowish hue. There are telangiectases 
on the surface. On the dorsal surface of the right hand is a young smaller annular 
lesion of almost normal color, but slightly firmer than normal. There is a 
hazelnut-sized elevated firm yellowish brown nodule on the extensor surface otf 
the right forearm. 

Histologic examination of tissue taken from both older lesions showed a peri- 
vascular round cell infiltration and large areas of necrobiosis in which there was 
a lipoid infiltraticn of the swollen collagen fibers. 


DISCUSSION 

Dr. Marcus R. Caro: The histologic picture was characteristic of necro 
biosis lipoidica diabeticorum. 

Dr. Hamitton Montcomery, Rochester, Minn.: This case brings up the 
difficulty experienced at times in differentiating necrobiosis lipoidica diabeticorum 
from granuloma annulare. This may be found pathologically as well as clinically 
(Bernstein, J. C.: Necrobiosis Lipoidica Diabeticorum, Arcu. Dermat. & Sypu. 
36:282 [Aug.] 1937). The histologic picture of both reveals a central zone of 
necrosis of the connective tissue and an infiltrate about this area. In granuloma 
annulare the infiltrate is usually more symmetric and contains more epithelioid 
cells, in contrast to the more predcminately lymphocytic infiltrate of necrobiosis 
Finally, extracellular deposits of lipoids can be demonstrated in necrobiosis and 
not in granuloma annulare. 

In most cases necrobiosis lipoidica diabeticorum has been associated with 
diabetes, but at least 2 cases have been reported in which there was no association 
with diabetes at the time cf presentation. It is possible, however, that evidenc: 
of diabetes will develop later in these cases. From a clinical standpoint, I have 
a feeling that when extracellular deposits of lipoids occur in the tissue such as 
occurred in this case and as occur in cases of lipoid proteinosis of Urbach and 
of xanthoma diabeticorum which is undergoing involution, one will find that most 
of the lipoids are in the form of free cholesterol or lecithin. The cholesterol and 
other lipoids of the blood usually are not increased in cases of necrobiosis lipoidica 
diabeticorum unless it is associated with severe diabetes bordering on a state of 
acidosis. 

Finally, I wish to call attention to 3 cases of necrobiosis lipoidica diabeticorum 
in which there were nodules and plaques on the leg associated with a gangrenous 
condition of one or more toes. Some of the lesions resembled a papulonecrotic 
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berculid with central ulceration. Other plaques were purplish rather than 
llowish. Histologically marked obliterative changes in the vessels were revealed, 
d no lipoids could be demonstrated in frozen sections. 

These lesions are simply smaller areas of obliterative diabetic vascular disease 


d should not be confused with necrobiosis lipoidica diabeticorum. 


Probable Fungous Infection. Presented by Dr. THeopore CorneLeret and 
Dr. D. CoHEN (by invitation). 
C, P., a Negress aged 21, has had an eruption for one and one-half years that 
tarted in the axillas and the genital region. Three months ago the lesions cen- 
red about the lower part of the abdomen in the midline, extending from above 
the umbilicus to the perineum. On the abdomen there was a solid plaque outlined 
by a rectangle. The borders were sharp, linear and hyperpigmented. This large 
lesion had a flat scaling surface and the appearance of chronic dermatitis. Replicas 
if this large plaque, though only the size of a coin or somewhat larger, were 
near the axillas and on the arms. The lesions have thinned considerably while 
being treated with one-half strength compound ointment of benzoic acid. There has 
been moderate itching. The only organism consistently found in the scrapings has 
been an aspergillus. 
DISCUSSION 

Dr. CLARK W. FINNERUD: Several years ago there were 3 or 4 cases of 
this character at the Cook County Hospital. I think Dr. Nomland and some of 
the other members will remember them. The patients were all Negresses. In 
some, although the eruption generally involved the crotch, including the pubic 
region and groins and spreading up onto the abdomen and around onto the but- 
tecks, other areas were affected. In 2 cases there was also involvement of the 
ears and their vicinity and the scalp. Practically pure cultures of Cryptococcus 
were obtained from all areas in 2 of these cases, and I thought that organism 
was probably causative. The lesions cleared under prolonged fungicidal treat- 


ment. 


Dr. CLEVELAND J. WuIreE: Clinically this could be a superficial fungous intec- 
m, but to what extent the aspergillus is pathogenic is a question. 


Dr. M. H. Epert: Was any investigation made as to the sort cf corset this 
woman wore? The outline is so definite that some material from which the 
orset was made might be responsible. 

Dr. James H. MitcuHetr: I asked her about her work. Nothing about her 
garments or her work, as far as I could determine, would account for the erup- 

Dr. CLARK W. FINNERUD: The sharp demarcation was a feature of each of 
he cases I mentioned. 

Dr. JAMES H. MitcHELL: Some years ago I saw a man with sharply demar- 
cated areas of eruption just below the knees. I finally gave up trying to find out 
the cause and said to him, “You tell me something you have done that I cannot 
think of.” He had an old motorcycle which refused te run, and he wore leather 
puttees. He sat astride the motorcycle with the knees against the hot cylinder. 
The heat and the leather puttees explained the dermatitis. I do not suppose that 
this patient has had a hot stove in her lap. 


“ 


Dr. THEODORE CoRNBLEET: We did not intend to convey the impression that 
the aspergillus cultured from the lesions caused the dermatitis. It is difficult for 
me to see how irritation from clothes could account for these lesions. The erup- 
tion has improved 75 per cent following treatment with compound ointment of 
benzoic acid. 

Nore.—One month later the lesions were gone, only pigment remaining. 
\pplication of compound ointment of benzoic acid was the only therapy used. 
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A Case for Diagnosis (Erythema Annulare Centrifugum?). Presented by 
Dr. E. A. Oviver and Dr. W. W. Tosin (by invitation). 


This woman, aged 67, presents an eruption of four months’ duration, consisting 
of polycyclic erythematous slightly elevated firm lesions over the upper part of 
the back, the neck and the arms. The lesions about the wrists have a hard 
rubbery induration. They tend to come out in crops. There is no history oj 
previous attacks, ingestion of drugs or illness prior to the onset. The eruption 
does not itch. The Wassermann reaction of the blood was 2 plus at the time of 
admission but has been negative on two examinations since. Findings suggesting 
syphilis are small irregular pupils which react sluggishly to light and cardiac 
changes consisting of a visible and palpable pulsation in the suprasternal region, 
a tracheal tug, cardiac enlargement and a diffuse tambour-like precardial murmur. 

There have been 8 pregnancies, the first resulting in stillbirth, the second baby 
living only two weeks and 6 children being alive and well. Five years ago, while 
the patient was acutely ill with an undetermined disease, she received a blood 
transfusion from one of her sons. No eruption appeared afterward until fou 
months ago. 

DISCUSSION 

Dr. L. F. Weser: Has this patient had any antisyphilitic treatment ? 

Dr. NorMAN Tostas, St. Louis (by invitation): Without a biopsy it is diffi- 
cult to make a diagnosis because of the absence of pigmentation and atrophy. 
I suggest a diagnosis of erythema annulare. 

Dr. Oxriver S. Ormssy: I think clinically the condition fits in the erythema 
perstans group. It is not the type described by Wende, in which large scaling 
annular lesions occur and spread peripherally. In that type a new ring will 
develop within the old one and a series of successive rings result. The condition 
is typical and occurs chiefly on the trunk. Darier’s erythema perstans centrifugum 
is different. The margin resembles that in this case, i. e., it is cartilaginous. The 
lesion begins as an erythematous area with a cartilaginous margin which spreads 
peripherally. I think that the picture in this case is more nearly like the Darier 
type of erythema perstans than any previously shown. 

Dr. Rusen NoMLANnpD, Iowa City: The woman, as the members probably 
know, had all the signs of aortic insufficiency. I believe, in view of that fact, 
the diagnosis of syphilis should be considered first, in spite of the fact that the 
Wassermann reaction is not strongly positive. 

Dr. W. W. Tostn: This patient did not receive antisyphilitic treatment. | 
believe the condition is erythema annulare centrifugum, which in this case might 
be due to syphilis. Of the 3 cases of erythema annulare centrifugum I have 
observed it has been due to syphilis in 2, and in this case, while the picture is 
typical, I do not see why it could not be due to syphilis, since the patient has 
that disease. 


A Case for Diagnosis (Lymphoblastoma). Presented by Dr. M. H. Esert. 


S. S., a white man aged 42, presents multiple scaly plaques on the covered 
parts of the body. He noticed the first patch on the left thigh two years ago. 
The others appeared gradually. None has ever disappeared. They cause him no 
sensation. He states that he has taken no drugs. 

There are about two dozen well defined pinkish patches, varying in size from 
that of a small to that of a large coin and covered with fine scales. The oldest 
lesion looks darker and is slightly infiltrated. There is no adenopathy. A biopsy 
specimen taken from the infiltrated lesion showed moderate parakeratotic scaling, 
acanthosis and some edema of the epidermis, with migrating leukocytes. A fairly 
well defined band of cellular infiltrate appeared in the upper portion of the reticular 
layer. This was made up predominantly of lymphocytes, with many histiocytes 
and connective tissue cells. 
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_ DISCUSSION 
Dr. F. E. SeENgEAR: Clinically I think the condition is parapsoriasis en plaques. 
ave observed this type on one or two occasions and after prolonged observa- 
n have seen mycosis fungoides develop, leading me to believe that the early 
.onosis Was incorrect. With that reservation I believe this condition, with its 
rsistent lesions and lack of symptoms, is definitely parapsoriasis. 
Dr. OLIVER S. Ormssy: [ have presented 2 or 3 cases of parapsoriasis with 
ntial leukemia that remained over a period of years. The lesions were much 
like these. The patients are still alive after the development of the para- 
psoriasis, which is still present, so the connection between the leukemia and the 
narapsoriasis, if any, is difficult to explain. This condition is different in that 
ere is a definite infiltration in the buttock that appears to be lymphoblastic. 
iat was not present in the other cases I have observed. ‘The clinical character- 
stics are like parapsoriasis. It would be interesting if the particular symptoms 
this case could be produced by a lymphoblastic process. 
Dr. CLARK W. FINNERUD: I was going to make a remark similar to Dr. 
irmsby’s, that clinically one gains the impression of parapsoriasis. Microscopi- 
lly, the only “parapsoriasis” that I have seen which early showed a dense and 
sharply demarcated lymphocytic infiltration in the upper half of the corium even- 
tuated in true leukemia. Such a change was present in the sections demonstrated 

day. I did not hear the history read. I should like to know about the blood. 
Usually one expects to see chiefly perivascular deep cellular infiltration histo- 
logically in parapsoriasis. 

Dr. HAMILTON MontcoMery, Rochester, Minn.: The histologic picture of 
parapsoriasis guttata shows leukocytes and lymphocytes migrating up through 
he epidermis and forming a small vesicle and resembles the histologic picture of 
pityriasis rosea. In parapsoriasis en plaques the infiltrate is denser and is com- 
posed chiefly of lymphocytes, and there usually is a border zone between the 
epidermis and the cutis that is free from infiltrate. I did not see any immature 
ells in the infiltrate in this case, and hence I[ still believe the case is one of 
parapsoriasis en plaques. 

In mycosis fungoides the epidermis is usually involved and considerable lique- 
faction necrosis of the epidermis is present. I agree with the other discussers, 

wever, that parapsoriasis en plaques frequently terminates as mycosis fungoides 

as one of the other forms of lymphoblastoma. 


Dr. M. H. Expert: The blood picture was normal. I think the condition 
resembles parapsoriasis. The fact that some of these lesions go into lympho- 
blastoma made me investigate that possibility. I was surprised to find the infil- 
trate so marked. I think this is a borderline case. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
THOMAS BUTTERWORTH, M.D., Chairman 
Dec. 16, 1938 


HERMAN BEERMAN, M.D., Secretary 


A Case for Diagnosis (Eczematoid Dermatitis?). Presented by Dr. HerMAN 
BEERMAN. 


C. L., a white man aged 35, presents a circumscribed vesiculocrustaceous plaque 
nine months’ duration on the tip of the nose. There are no follicular plugs. 
\ similar but smaller lesion is present on the corona penis. There are a definite 
is of dermatophytosis between the toes and one in the perianal region, together 
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with a moderate grade of seborrhea of the scalp. Thorough medical examination 
reveals only diseased tonsils and chronic nasopharyngitis. The lesion has been 
treated locally by several physicians with various preparations, without benefit. 
The patient takes no drugs; his diet has been low in carbohydrates, but he takes 
some alcoholic beverages. In June, after roentgen treatment, the lesion on the 
nose practically disappeared. On September 6 it recurred and was associated with 
the similar lesion on the corona penis. He was given five additional roentgen 
exposures to the nose and various local applications. The pedal and anal derma- 
tophytosis was also treated. There has been practically no response on the part 
of the nasal lesion. Scrapings and culture of material from the nasal lesion showed 
no fungi. Urinalysis showed no abnormality. The blood count was within normal 
limits. 
DISCUSSION 

Dr. Joun H. Stokes: It might be well to try a gold preparation for its non- 
specific effect in this case. 

Dr. ABRAM StrRAuSS: Did the presenter say there were vesicles? The patient 
has none tonight. 

Dr. HERMAN BEERMAN: There have been vesicles. The lesion oozes constantly. 

Dr. Ertcu Urpacu (by invitation): I should suggest so-called erythematoid 
lupus as the diagnosis. 

Dr. Paut Gross, New York (by invitation): I believe that the lesion on this 
patient’s nose has at times been vesicular, although at present it is an erythematous 
patch with a few oozing points. Eczematous lesions on the nose and glans penis, 
such as this patient presents, are rarely encountered in the usual types of eczema- 
toid dermatitis. But lesions typically occur in these locations in one condition, 
namely, the exudative discoid and chronic dermatitis described by M. B. Sulzberger 
and William Garbe (ArcH. Dermat. & SypH. 36:247 [Aug.] 1937). I remember 
several patients who in the early stage showed distinct involvement of the nose 
and glans penis. I am inclined to believe that this patient may represent an abor- 
tive form of the otherwise generalized eruption described by Sulzberger and Garbe. 


Note.—Generalized eczematoid lesions developed later. 


Granuloma Inguinale. Lymphogranuloma Venereum. Latent Syphilis. 
Toxic Erythema (Sulfanilamide). Presented by Dr. W. R. Hix (by invi- 
tation). 


L. J., a Negress aged 19, is thin but in no acute distress. She presents swelling 
of the labia majora, especially of the right one. On the inner surface of the lal 
minora and extending to the skin of the right buttock there is a raised granulom- 
atous lesion 3 by 5 cm., with an easily bleeding center. The border is raised 
and smooth and slopes inward. There is a similar though smaller granuloma on 
the inside of the left thigh, opposite the vaginal orifice. There is moderate inguinal 
lymphadenopathy. About the upper lip, nasal folds and chin there is brownish 
pigmentation. Discrete pigmented macules are noted on the trunk and the inner 
surface of the arms, with a diffuse scaling eruption of the buttocks and lower part 
of the back, where the pigmentation is more profuse. There is hypertrophi 
scaling of the soles. The patient had vulvar lesions at the age of 12 years and 
again at 14. These healed in a month without treatment. There is no history 
suggestive of early eruptive syphilis. Two years ago “a sore” developed on th 
labium, for which she received three intravenous injections. No dark field exam- 
ination or serologic test was done. The lesion persisted and spread to the right 
labium. Swelling and bleeding were noted, but littie pain. A blood count revealed 
3,800,000 erythrocytes and 6,200 leukocytes. Urinalysis showed no abnormality. 
The Kolmer and the Kahn test were repeatedly positive. Examination of the 
spinal fluid gave negative results. Repeated examination of both lesions with the 
dark field microscope showed no Spirochaeta pallida. The Frei test was positive 


Na 
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test with Dmelcos vaccine (a chancroidal antigen, consisting of a stabilized 
ispension of Ducrey bacilli) produced a positive reaction; smears did not show 

nococci, but the gonococcus complement fixation test gave a positive result. 
Cultures and extemporaneous potassium hydroxide preparations of scales from the 
lesions on the back showed no fungi. Greenblatt chancroidal antigen produced a 
positive reaction. Biopsy suggested granuloma inguinale. Donovan bodies were 
found in a smear made from the biopsy specimen. The patient has been treated 
with potassium permanganate compresses, anthiomaline (an antimony preparation) 
and bismuth compounds, Sulfanilamide was given for eleven days. Four days 
aiter this medication was stopped a generalized pruritic macular eruption developed, 
vhich has symptomatically improved. The granulomatous lesions have shown 
about 25 per cent involution under sulfanilamide therapy. 


DISCUSSION 
Dr. Donatp M. Pittsspury: I think the diagnoses as presented are correct. 
| have seen recently in several cases cutaneous reactions to M & B 693 (sulfapyri- 
ne; 2-[paraaminobenzenesulfonamido]-pyridine) similar to that experienced here. 


Relapsing Secondary Syphilis (Condylomas, Osteomyelitis of the Frontal 
Bone). Presented by Dr. H. P. Pariser (by invitation). 
\. D., a Negress aged 18, presents pea-sized condylomas of the left labium 
ijus and a brownish maculosquamous eruption of the right side of the neck and 
trunk. Medical examination disclosed slightly tender swelling of the frontal bone, 
just to the right of the midline. Dark field examination of the condylomas showed 
S. pallida. Potassium hydroxide preparations from scrapings on the neck showed 
Microsporon furfur. The patient had a “boil” on the vulva in July 1937. This 
as incised by a local physician. No dark field examination or serologic test of 
blood for syphilis was done. Early in November 1938 “sores” developed on 
he genitalia. These have persisted to the present time. Since September 1938 
has had diffuse headaches, worse at night and more severe in the frontal 
region. For the past three weeks she has noticed swelling of the forehead. There 
vas no antecedent trauma. Roentgen examination showed osteomyelitis of the 
frontal bone. A roentgenogram of the sinuses showed no abnormality. Serologic 
tests of the blood were strongly positive on December 8 and 14. The patient was 
given 0.3 Gm. of an arsenical on December 9 and 0.45 Gm. on December 15, with 
the result that the headaches have ceased and the condylomas are healing. 


DISCUSSION 

Dr. Georce EpwARD PFAHLER: I have never seen a manifestation like this in 
secondary syphilis. 

Dr. JosepH V. KLAuvER: I wish to comment on the apparently always present 
urious symptom in syphilis of the headache’s being worse at night. In this patient 
the headache was present during the day but was definitely worse at night. 

Dr. Joun H. Stokes: This is an excellent illustration of the second line of 
physiologic defense against syphilis. This woman had a recurrence which affected 
her bones, a frequent observation. If surgeons were more familiar with relapse 
in the tibias they would not do so much opening of them as they do. It is unusual 
to see a recurrent or relapsing tibial lesion into which some surgeon has not put 
a knife before a serologic test has been done. Serologic tests of such patients, 
liowever, sometimes give negative results. It is also unhappily true that the bones 
ot the nasal cavities and the base of the skull are involved. This woman’s cal- 
varium was hit. I have seen the interior drop out of the nose of a physician after 
nine self-administered sulfarsphenamine treatments, and several months later the 
nose almost fell to pieces with violent malignant relapse. This is an example of 
he mustering of the second line of defense against infection, i. e., the osseous 
ystem being called on after the skin. 
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A Case for Diagnosis (Leukaemia Cutis?). Presented by Dr. ABRAM StrRAvss 


J. J. Z., a white boy aged 12 years, a patient of Dr. Harold Goldburgh, suffered 
a notable increase in the size of his face about the first week of November. This 
progressed, associated with broadening and distortion of the nose, nasal obstructio: 
and breathing through the mouth. About two weeks later an acute infection of 
the upper part of the respiratory tract developed, and on admission to the hospital 
(December 4) the patient had cough, sore throat and moderately elevated tem- 
perature. He received ammonium chloride, cascara, iodides, acetylsalicylic acid 
and tincture of gelsemium. One week before admission he had an eruption of 
reddish papules about the knees, ankles and trunk, associated with sore and bleed- 
ing gums. Increased slowness of reaction and lethargy have developed. The 
hearing’ has slightly diminished. The blood pressure was 130 systolic and 40 
diastolic; the temperature 99 F., the respiratory rate 20 and the pulse rate 110, 
Examination now shows the patient to be well built, a little advanced for his age 
in development. His head is generally enlarged, with flattening of the nasal 
bridge, prominence of the center of the forehead, periorbital edema and slight 
proptosis ofthe eyes. His mouth is habitually open, and there are no oral lesions. 
The essential cutaneous lesion is a hard discrete nodule, usually fixed to the 
skin. These nodules are situated on the scalp, chest, abdomen, back, forearms, 
axillary region, anterior aspect of the knees and ankles. There are two small 
hemorrhagic lesions on the right sclera. The lesions on the body are a dull 
coppery color; those on the knees are hemorrhagic. There is a suggestion ot 
lymphadenopathy in the epitrochlear, axillary and inguinal regions. The spleen 
has not been palpable. Nasopharyngoscopic examination revealed nodules in the 
nasopharynx obstructing the air passage, with postnasal drip. Examination of the 
eyegrounds revealed venous engorgement, with slight retinal edema and one 
hemorrhage of venous origin in the right disk. Except for a systolic pulmonic 
murmur, the heart was normal. Examination of the lungs, abdomen and nervous 
system gave negative results. Several blood counts revealed nothing strikingl 
abnormal except the presence of 7 to 8 per cent monocytes. The bleeding time 
was three and one-half minutes, and the coagulation time, three minutes. Chemical 
examination of the blood showed 103 mg. of sugar, 16 mg. of urea nitrogen, 150 
mg. of cholesterol, 10.6 mg. of calcium and 5.25 mg. of phosphorus per hundred 
cubic centimeters; the phosphatase value was 6.24 Bodansky units. The non- 
protein nitrogen value was 37 mg., the total protein 6.5 mg., the albumin 5.3 mg. 
and the globulin 1.2 mg. per hundred cubic centimeters. The Wassermann reaction 
of the blood was negative. The basal metabolic rate was + 30 per cent. Urinalysis 
revealed white blood cells ranging from an occasional one to six per high power 
field. The summary of the roentgen findings read: “The absorption of the bone 
structure in the mandible, associated with the character of demineralization in the 
skull and long bones, thinning of the cortex and the tendency to widening of the 
medullary cavity and the spiculization in the soft parts over the frontal bone 
favor a blood dyscrasia or a lymphogenous lesion of the nature of a lympho- 
blastoma. The blood dyscrasia would fall into the leukemic group. Other note- 
worthy findings are the presence of multiple diffuse subcutaneous nodules, a 
prominent pulmonic cone on the left border of the heart and an old infiltrative 
process in the upper iobe of the left lung, involving in all probability the lymphatic 
vessels and the lesser circulation. It is possible to exclude the usual types of 
benign xanthomatic disease.” 

DISCUSSION 


Dr. ABRAM Strauss: I offered leukemia as the most probable diagnosis. It 
is not definitely established. 

Dr. ErtcH Urspacu (by invitation): It is difficult to account for this unusual 
condition as being acute leukemia, since this boy has no enlargement of lymph 
nodes. I have learned from Dr. Strauss that his blood count has been nearly 
normal on repeated determination, with only a slight increase in lymphocytes. 
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ive not seen a histologic section of the skin, but this may reveal little, because 

condition is of only three weeks’ duration and may not be well developed. 

want to mention that not only the skin is involved. One can feel similar nodules 
the testes. There are also nodules in the mouth, especially on the gingiva, 

d on the nasal mucosa and the conjunctiva. There is a definite change in the 

pearance of the boy today as contrasted with that of eight days ago. His face 

nearly square now. One can feel this process directly in the lymph vessels, 
| therefore it may be an unusual type of cancer. It is hard to say what type. 

Dr. Fred D. WEIDMAN: The infiltration in the histologic sections is reticular. 

the deep parts of the skin the cells are almost exclusively reticulocytes, with 
uclei so large that they suggest malignant change. I should classify it as 

ticulum cell sarcoma, rare as that condition is. If it is not that condition, 
leukemia reticulosis should be considered. The lymph nodes tonight are definitely 
alpable; the epitrochlear nodes are the size of peas. I understand that the spleen 
ind the liver are not enlarged. The swelling of the face and neck may be due to 
obstruction of the superior azygos vein, which gives rise to a frog-faced appear- 
ince and edema of the head and neck; yet this boy does not have the real froglike 
habitus, and the neck and shoulders are not participating in the process. In any 
event, pressure by one of these masses at the root of the neck may be producing 
the swollen condition of the face. I wonder whether roentgen rays are refined 
enough to cast shadows of all sorts of cellular infiltrations, particularly when one 
sets a reticulum cell condition as a disease of the blood-forming tissue, even in 
the absence of a distinctive blood picture. The disease would have to belong to 
the “a” group, viz., an aleukemic reticulosis, but with the reservation that the 
histologic picture might be regarded as malignant. 

Dr. GEORGE EDWARD PFAHLER: In the roentgenograms I noted a general 
decalcification of the bones, but there was nothing characteristic except that I 
have never seen such decalcification in a child of 12 years. However, it showed, 
I think, that some general constitutional defect has led to decalcification. As to 
the swelling of the neck, there was an increased opacity of the upper part of the 
chest and neck, but it is hard to say whether that opacity was due to actual swelling 
of the soft tissues or to something in the chest causing obstruction to the veins. 


Dr. HAROLD GOLDBURGH (by invitation): It is difficult to make a definite diag- 
nosis of aleukemic leukemia, especially when there is an apparently normal blood 
count in the early stages or the stages of remission. Cutaneous biopsies should 
be of great help in diagnosis, and yet in this particular case they, too, were incon- 
clusive. Time may be the determining factor, since there is the possibility that 
future blood counts will reveal the nature of the disturbance. In answer to Dr. 
Weidman, it was impossible to uncover any evidence of mediastinal involvement 
with secondary increase of venous pressure. The pulmonary roentgenogram 
showed diffuse infiltration of both lungs, possible with the same cells as are 
present in the skin and the subcutaneous tissues. This may account for the increase 
of the pressure in the pulmonary artery, since there is evidence of cor pulmonis. 

Dr. ABRAM StrAuSS: I do not know whether any of the members observed 
the scleras of this boy. There are definite lesions which can be seen with the 
naked eye. I feel that if there is involvement of the scleras and the testicles, it 
cannot be stated definitely that there is no involvement of other organs. 


Hereditary Ectodermal Dysplasia of the Anhidrotic Type, Associated 
with a Hereditary (and Familial) Digital Anomaly (Conic Tapering) 
of Both Hands. Presented by Dr. REuBEN FRIEDMAN. 

P. ‘A., a Jewish boy aged 3% years, presents the following combination of 
anomalies: mongolian facies, large calvarium, broad upper half and somewhat 
narrower lower half of the face and bulging glabella. The supraorbital ridges 
show recession rather than prominence. The hair of the scalp is relatively scant, 
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fine, pale and silky; he has had but one haircurt since birth. The eyebrows 
consist of only a small tuft of fine hair at the inner border. The eyelashes are 
dark, scant, fine and short. Both upper and lower eyelids show great wrinkling, 
There is fine lanugo on the lateral aspects of the face and suprascapular regions. 
In the right malar region there is a group of pinpoint-sized hyperkeratotic papules, 
The nose is flattened but not saddle shaped. Crusts are present in both nasal 
passages, and a thick glairy greenish yellow plug of mucus is tightly adherent to 
the nasopharyngeal wall. There are some slight thickening and protrusion of the 
lower lip. The vermilion border of the lower lip is not sharply defined. The jaws 
are edentulous except for an upper left (lateral) incisor, which is convexly conic 
and fanglike. The mother does not recall the child’s having perspired on any 
part of his body other than slightly on his palms, which are somewhat hyper- 
keratotic, with accentuation of the normal furrows. The soles, too, are slightly 
hyperkeratotic. The finger nails and toe nails are normal. The skin in general 
is soft, smooth and dry except for an eruption like atopic eczema, especially in 
some of the flexor areas of the body and particularly the gluteal regions. In 
addition to the foregoing manifestations, as is the case with his mother and his 
maternal uncle, the second and third digits of both hands show a_ pronounced 
tendency to point laterally, while the fourth and fifth show a similar tendency 
to point mesially. The thumbs are normal. The patient tolerates the summer 
heat at the seashore poorly except when he is in the water. The senses of taste 
and smell seem unimpaired, 

The child was born at term and weighed 7 pounds 2 ounces (3.23 Kg.) at 
birth. He has no brothers or sisters. He has had occasional “colds” but no 
serious illnesses other than measles. He began to walk at 14 months and to talk 
at 12 months and seems bright for his age. He has been subject to eczema since 
he was 6 months old. The father, aged 27, has since puberty had a patch of 
alopecia areata symmetrically limited to the middle third of each cheek and jaw. 
A paternal uncle had to have two sharp-pointed upper teeth filed down and later 
extracted. Another paternal uncle has had recurrent eczema since childhood. The 
patient’s mother, aged 23, shows congenital absence of the upper two lateral 
incisors and a persistent deciduous right upper cuspid. She also has, as does her 
younger brother, aged 16, a congenital malformation of all the fingers, the second 
and third digits being so curved that they point sharply outward, while the fourth 
and fifth digits are curved in the opposite direction and point sharply inward. 
The brother, in addition, lacks the terminal interphalangeal furrow on the palmar 
aspect of each little finger. Both persons have normal thumbs. 


DISCUSSION 

Dr. Frep D. We1mpMAN: I think the members are all agreed about the ecto- 
dermal dysplasia in this case. Dr. Friedman has taken pains to call attention to 
the peculiar configuration of the fingers and to compare it with that of the mother. 
I believe his thesis is correct as to the similarity in the peculiar “conic” con- 
figuration of the hands. By that expression he does not mean that the individual 
fingers are conic, but that the hand, as a whole, is; the fingers are so directed 
toward the midline as to give a general conic contour to the hand. 

Dr. Tuomas ButTTrerwortH, Reading, Pa.: What is the intelligence quotient 
of this patient? 

Dr. REUBEN FRIEDMAN: His mentality is apparently normal, or perhaps a 
little above that of the usual child 3% years old, so far as I can judge from 
observation of one week. He speaks well except for the difficulty occasioned by 
the the lack of teeth. 

Dr. Joun H. Stokes: I do not think this child is a mongolian idiot. In the 
first place, he lacks the most elementary characteristic of mongolism—the slant 
eye. As for the fingers, one who observes families fairly closely will often see 
these individualistic digits or ears or noses pass down along the line as if they 
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determined by genes, without rating them as hereditary dysplasias of some 
| have seen anomalies of fingers in various members of families without 
abnormalities accompanying them. Therefore, I should say that this boy 
congenital ectodermal defect with anhydrosis, like that in the case presented 
the Baltimore meeting of the Atlantic Dermatologic Conference, Dec. 3, 1938. 
Dr. REUBEN FRIEDMAN: It is my impression that this child’s eyes have a 
lefinite almond shape, and a number of the members seeing him tonight have 
pressed agreement with this observation. That fact impels me to designate the 
iid as having mongolian facies. I think the case is interesting for a number of 
asons. The literature stresses the fact that the supraorbital ridges are prominent 
1 this type of case. My patient’s supraorbital ridges seem to be receding rather 
than prominent. There is also a sign which I have not seen previously described, 
viz., the prominence of the glabella above the root of the nose. This may account 
for the relatively receding supraorbital ridges. Saddle nose is stressed in these 
cases. The child lacks that sign, but it will undoubtedly develop within a few 
years, because he has atrophic rhinitis, which usually accompanies the saddle nose. 
[he peculiar conic tapering of the boy’s hand is not a regular finding. This is 
not an ectodermal fault, as are all the other tissue defects that he presents. 


A Case for Diagnosis (Xanthoma? Biirger and Griitz Syndrome; Hanot’s 
Hypertrophic Cirrhosis). Presented by Dr. Donatp M. Priiissury. 


K. C., a white girl aged 16, presents yellowish, chamois-colored lesions at the 
inner canthi. The flexures of the wrists and forearms, the webs of the toes 
and the dorsa of both great toes show similar lesions, which are linear and follow 
the creases of the skin. The liver is palpable 5 cm. below one costal margin and 
the spleen 3 cm. below the other margin. Both organs are smooth and slightly 
tender. The abdomen presents the scar of previous cholecystectomy. The patient 
has had asthma and hay fever for a number of years. There were ear aches 
earlier in life, cholecystectomy in 1937 and jaundice several times after the opera- 
tion. Later she noticed the yellow lesions of the skin, which have remained 
stationary for the past four to six months. These lesions are asymptomatic. She 
was admitted to the hospital with extreme asthmatic dyspnea, complaining of 
frequent coughing spells with pain in the chest. A diagnosis of Hanot’s hyper- 
trophic cirrhosis was made. 

The patient’s mother, 4 brothers and 2 sisters are living and well. Her father 
is dead. Her father, uncle and cousins had asthma. There is no family history 
of tuberculosis, cancer, diabetes or dermatoses similar to that of the patient. All 
cutaneous tests made gave negative results. Blood counts on Oct. 24 and Nov. 2, 
1938, showed nothing of significance. Urinalysis and the Kahn and the Wasser- 
mann test gave negative results. The basal metabolic rate was —11 per cent. On 
October 22 the cholesterol content of the blood was 195 mg. per hundred cubic 
centimeters and the urea nitrogen content 8 mg. On November 20 the value for 
total cholesterol was 209 mg., for free cholesterol 45 mg. and for esters 164 mg. 
per hundred cubic centimeters. The total fatty acid content was 12 mg. and the 
total protein 8.6 mg. per hundred cubic centimeters. The van den Bergh test on 
October 22 produced a delayed direct reaction and an indirect reaction of 0.9 per 
cent. Fragmentation of erythrocytes began in 0.45 per cent and was complete in 
0.325 per cent sodium chloride. The dextrose tolerance test showed a blood sugar 
level during fasting of 91 mg.; at thirty minutes, 180 mg.; at one hour, 194 mg.; 
t two hours, 146 mg., and at four hours, 57 mg. per hundred cubic centimeters. 
Urinalyses showed no sugar. 

DISCUSSION 


Dr. DonaLp M. Pittspury: The diagnosis as presented and the classification 
the group of lipoidoses were made by Dr. Urbach. The condition is as rare 
i variety of lipoidosis as Hand-Christian disease. The patient’s pituitary gland is 
normal roentgenologically, and she has no clinical evidence of diabetes insipidus. 
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Dr. Er1tcH UrRBACH (by invitation): This case is interesting because there 
are only 2 or 3 cases of this type in the literature. I believe the condition is not 
a special disease. It is one of the types of xanthelasmatosis which may occur 
without much involvement of the skin. 

Dr. Frep D. WEIDMAN: Dermatologists are particularly interested in learning 
how diverse may be the cutaneous expressions in connection with any internal 
disease, and if diverse, why. For example, in a child in the pediatric ward with 
hepatomegaly, a laparotomy was done and a portion of the liver excised. Infec- 
tious cirrhosis was seen histologically. The deposit of xanthelasmic material in 
this child was most significant in its distribution. It occurred in scars, viz., in 
the scars in the gums where teeth had been extracted, and in the laparotomy scar. 
In short, this phenomenon might be added to those occurring in the hepato- 
splenomegalic variety of xanthelasmatosis. Now, if scar xanthelasmatosis could 
occur in that girl, it can occur in this patient. Thus, such a thing as stress and 
strain xanthelasmatosis is conceivable, because one of the causes of hypertrophy 
of fibrous tissue is stress and strain, as in arteriosclerosis. In both of these 
examples of fibrosis there are newly formed young fibrous tissue cells of young 
embryologic type and with a metabolism different from normal. The present case 
serves to indicate another pathologic process, namely, stress and strain, as a cause 
for special localization and appearance of the xanthelasmic deposits. It might be 
worth while to catalog the different cutaneous variations that are seen in the 
xanthelasmatoses of hepatosplenomegaly. 

Dr. SicmMuND S. GREENBAUM: If one were to ignore the hepatic and splenic 
changes and the lesions of the cubital spaces and palms and consider only the 
lesions on the eyelids, one would say this patient has xanthelasma palpebrarum. 
Many physicians now consider such involvement of the eyelids as indicating abor- 
tive forms of changed lipoid metabolism. Several years ago I did tests of hepatic 
function in 3 cases of extensive lesions on the eyelids, but the tests I used failed 
to indicate hepatic damage. I know of a family of which 4 members have this 
condition of the eyelids, indicating a possible hereditary tendency to disturbance 


of the lipoids. 


Carcinoma of the Tongue. Hairy Tongue. Late Syphilis of the Skin 
(Neurosyphilis?). Presented by Dr. HERMAN BEERMAN. 


J. W., a white woman aged 52, a patient from the department of radiology, 
Hospital of the University of Pennsylvania, five years ago sustained a blow to 
the arm. The elbow became tender and later ulcerated. The lesions were treated 
locally. In March 1938 she noted a small lesion on the right side of her tongue, 
opposite a jagged tooth. This has been growing considerably and before her 
admission to the hospital was treated with caustics. In the meantime she lost 
38 pounds (17.2 Kg.) because of difficulty in eating. On her left elbow there are 
multiple scars and on her left forearm several indurated nodules. In addition, 
her tongue presents a punched-out ulcerated lesion on the right side, and on the 
dorsum there are filaments of hairy tongue. Medical examination of the heart 
and lungs gave negative results. The only abnormality shown on neurologic 
examination was a Romberg sign. Her left shin is saber-like. Eight years ago 
the patient had a blood test, but does not know the result. She has had no previous 
treatment for syphilis. There have been no miscarriages and no stillbirths. 
Serologic tests of the blood were positive. Histologic examination revealed 
spinocellular carcinoma of the tongue. 


Carcinoma of the Tongue. Syphilis. Presented by Dr. HERMAN BEERMAN. 

S. D., a white woman aged 52, a patient of Dr. Ravdin, states that in August 
1938 a painful swelling developed on the left side of the tongue, which rapidly 
ulcerated and increased to the present size. Soon after the onset a swelling was 
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| below the angle of the left side of the jaw, which has been progressive to 

Since November 1938 there has been considerable pain in the left ear and 

toid region. On the left margin of the tongue there is an indurated ulcer 

ut 1.5 cm. in diameter with a firm border. At the angle of the jaw is a huge 

tender mass, slightly movable. The blood pressure was 160 systolic and 

liastolic. Serologic tests of the blood in one laboratory on December 8 were 

edium positive. In two laboratories on December 14 they were positive. Roent- 

cenograms of the chest and jaw showed no evidences of metastasis. Histologic 
mination revealed spinocellular carcinoma of the tongue. 


DISCUSSION OF CASES OF CARCINOMA OF THE TONGUE 


Dr. DonaLtp M. PiLitsspury: It was pointed out to me by the roentgen depart- 
that these cases were their first of carcinoma of the tongue in a woman, 
nd that both women smoke. 
Dr. SIGMUND S. GREENBAUM: I have within the past twelve months observed 
third woman with carcinoma of the tongue. She had a disklike lesion on the 
middorsum of the tongue. The hemispherical surface was about % inch (0.32 cm.) 
in diameter. The surface was smooth, and the lesion was firm but not hard. It 
resembled a keloid, which was what I clinically considered it to be. Histologic 
study of the lesion, which was removed in toto, revealed carcinoma. The unusual 
feature in the second case presented this evening, in relation to the oral lesion, is 
the extensive glandular involvement (the exact nature of which needs to be 
determined), as contrasted with the first, in which there is little glandular involve- 
ment. I think carcinoma engrafted on syphilitic lesions is not unusual, particu- 
larly on the tongue. 


Dr. Joan H. Stokes: I think it possible that the second woman, with the 
huge swelling of the neck, has gumma of the lymph nodes as well as gumma of 
the tongue. It is much more probable that the lesion on the neck is a mass of 
gummatous lymph nodes—a finding also not familiar to physicians. Such lesions 
are usually incised and drained or excised. 


Dr. HERMAN BEERMAN: Both of these patients came into the hospital in the 
same week. In 1931 G. H. Belote (Am. J. Syph. 15:372 [July] 1931) found that 
here are about 30 per cent positive serologic tests among patients with cancer of 

tongue, whereas in routine hospital admissions and in a group of about 1,200 
patients with carcinomatous lesions elsewhere there were about 6 and 7 per cent 
positive blood tests, respectively. The nearest percentage to that for carcinoma 
of the tongue was about 15 for carcinoma of the cervix. 


Unilateral Psoriasiform Nevus. Presented by Dr. H. P. Pariser (by 
invitation). 


T 


J. G., a white boy aged 14, presents over the back of the left side of the neck, 
the left side of the thorax, the left axilla, the left thigh, the left side of the penis 
and scrotum, the cubital and popliteal spaces on the left side and the dorsum of 
the left foot and toes linear angular grouped erythematous patches, varying from 
a few millimeters to several centimeters in diameter. Some of the lesions have a 
brownish tinge with depigmentation about them. In addition there is a spotty 
depigmented lesion on the upper part of the back and chest on the left side. The 
nails show loss of luster, pitting and striae. The patient’s mother noticed a brown 
scaly eruption on the left side of the body soon after the patient’s birth. The 
eruption has persisted to the present and has become more erythematous with 
age. During the past few years some new patches have appeared, and the older 
ones have remained unchanged. Histologic examination revealed psoriasis. The 
patient received (1) anthalin (dihydroxyanthranol), 0.25 to 1 per cent; (2) juniper 
tar, 5 per cent; (3) salicylic acid, 5 per cent, and (4) ultraviolet rays in increasing 
doses. There was about 30 per cent improvement. 
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DISCUSSION 


Dr. SIGMUND S. GREENBAUM: The changes in the nails and some of the lesions 
on the right hand highly suggest psoriasis. The patient may have a nevus, but 
clinically these lesions are definitely psoriatic. 

Dr. Jonn H. Stokes: I agree with Dr. Greenbaum that the picture in some 
cases cannot be distinguished clinically from psoriasis. Histologic examination 
and therapeutic test are necessary, and if nothing can be accomplished by treat- 
ment, the disease is ichthyosis hystrix, as it used to be called. 

Dr. HERMAN BEERMAN: [I studied the histologic section and made a diagnosis 
of psoriasis without having seen the patient. I recall a similar case about five 
years ago in which the histologic section was seen by Dr. Weidman. The only 
changes that that section revealed were psoriasis and a marked epidermal edema 
which Dr. Weidman diagnosed correctly as probably due to roentgen rays. 

Dr. Paut Gross, New York (by invitation): I think I can distinguish two 
types of lesions. On the dorsa of the fingers is a characteristic verrucous linear 
nevus which can be followed upward to the arm. The rest of the unilateral 
eruption and the changes on the nails are typical of psoriasis. I feel that this 
patient has psoriasis confined to metameric segments of the body, which manifest 
a peculiarity, both by the presence of a linear nevus and by the psoriatic tendency. 
Many well defined dermatologic diseases occasionally appear in unilateral or seg- 
mental distribution. Only a few days ago I saw a young girl with a typical 
macular atrophy confined to the right thigh in a segment extending from the 
trochanter to the inner condyle of the femur and a few lesions on the left forearm. 


Addison’s Disease. Presented by Dr. J. M. ScuitpKraut, Trenton, N. J. 


C. F., a white woman aged 34, presents brownish pigmentation of the entire 
skin. In the axillas and groins, on the nipples and vulva and in the perianal 
region the pigmentation is black. The lips, oral cavity and anal region are also 
deeply pigmented. The condition began four years ago with pigmentation of 
the cheeks, which spread over the face and gradually over the entire body. The 
patient’s general condition is poor; she feels extremely weak and apprehensive 
and has loss of appetite and attacks of vomiting. She has lost considerable weight. 
Her blood pressure is 100 systolic and 60 diastolic. She is receiving extract of 
adrenal cortex intramuscularly and sodium chloride orally, 10 Gm. daily. 


DISCUSSION 


Dr. JoHn H. Stokes: I am interested in the attempt to get disagreeable 


medicaments into patients without upsetting them. This patient says she cannot 
take the 10 Gm. of sodium chloride ordered for her, She has been trying to take 
it in tablet form, which is the worst way of taking an upsetting chemical, because 
it stays in high concentration in a small region of the stomach and there is a 
disagreeable reaction. I am thinking of the technic employed in getting patients 
to take high doses of potassium iodide. The 10 Gm. of sodium chloride put in a 
gallon of water is tasteless. Chicken broth will take, and be palatable with, an 
unbelievable amount of sodium chloride, as will cereal or meat. There is no reason 
why one cannot get 10 Gm. of sodium chloride into this woman without her 
stomach’s rebelling. Five grams of sodium chloride can be administered easily, 
and 10 Gm. with no great difficulty. 

Dr. J. M. Scuitpkravt, Trenton, N. J.: This woman has improved remark- 
ably in a week. A week ago she was nearly exhausted, but with injection of 
extract of adrenal cortex she has responded considerably. She has had difficulty 
in taking sodium chloride, and I welcome Dr. Stokes’s suggestions regarding that. 
It is claimed that if one gets enough sodium chloride into the patient—as there 
seems to be some disturbance in its metabolism in this condition—one can get good 
results with less extract of adrenal cortex. Her improvement has occurred with 
only 1 cc. and 2 cc. of the latter, intramuscularly, each day. 
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Scleroderma (Roentgen Dermatitis of the Neck? Psoriasis of the Scalp? 
Rheumatoid Arthritis?). Presented by Dr. Donatp M. Pittssury. 

M. B., a white woman aged 29, presents a dry scaling scalp with silvery scaling 
apules. There are pigmentation, atrophy and telangiectasia over the thyroid 
egion, The skin of the fingers, dorsa of the hands, forearms and legs is smooth, 
hiny and of doughy consistency; it cannot be grasped between the fingers. There 
is limitation in opening of the mouth. There is no acrocyanosis. The phalangeal 
;oints are moderately fixed. There are % inch (0.32 cm.) nodules attached to 
tendons over the distal and midphalangeal joints. The patient is well developed, 
has exophthalmos, walks slowly and does not appear to be overactive. Her facies 
is somewhat “masklike.” Her blood pressure is 116 systolic and 80 diastolic. Her 
heart and lungs are normal. In August 1937 she had arthritis in the right knee. 
[he wrists, shoulders and ankles gradually became involved. In October 1937 
there were thickening and tightness of the skin on the fingers and hands. No 
vascular spasm (blueness, etc.) was noted. No changes in temperature were 
noted. There was no difficulty in talking and no dysphagia. Since February 1938 
she has noted a dry scaling pruritic eruption of the scalp. In July 1938 pea-sized 
hard nodules appeared on the joints of the distal and middle phalanges. The 
patient had “growing pains” at 12 years; tonsillectomy in 1935, and diffuse toxic 
soiter in 1933, with thyroidectomy and 3,330 roentgens of irradiation to the opera- 
tive site in 1934 as the basal metabolic rate remained +33 per cent. A roentgeno- 
eram of the nodules showed no calcification. A special search for lymphoid tissue 
residua gave negative results. The sedimentation rate was increased. <A _ blood 
count was within normal limits. The blood calcium was 9.6 mg. and the phos- 
phorus 4.8 mg. per hundred cubic centimeters. The metabolic rate on Aug. 13, 
1938, was +15 per cent. Urinalysis, stool culture, the gonococcus complement 
fixation test and serologic tests of the blood gave negative results. The vaso- 
dilatation test gave a normal result. Roentgen examination of the knee showed 
no arthritoid change. Histologic examination of one of the cutaneous nodules 
showed it to be fibrotic. The patient has been given streptococcus vaccine and has 
had a high vitamin intake, baking and massage and mecholyl iontophoresis since 
September 1938. She was treated with the ketogenic diet and given ammonium 
chloride (75 grains [4.85 Gm.] a day) from May 23 to August 23 with a gain of 
20 pounds (9.1 Kg.) and moderate loosening of the skin. 


DISCUSSION 

Dr. Frep D. WeIpDMAN: There is a striking picture in the histologic section, 
namely, the involvement of one side of a blood vessel—an almost fibromatous 
nodule with a few leukocytes intermixed, which recalls regressing periarteritis 
nodosa. I do not know whether the involved vessel is an artery or a vein, but 
there is a clearcut origin within the wall of the vessel. On the patient’s hand 
tonight, in addition to the sclerodermatous features, there are some nodules, and 
she states that she has had treatment for rheumatism. With periarteritis nodosa 
there are rheumatic symptoms. Examinations of the blood have given normal results, 
but they usually do in rheumatic states. 1 suggest that this woman be restudied 
from the standpoint of a general systemic disease of rheumatic nature and perhaps 


of possible periarteritis nodosa. It may be that this hide binding is not the 
result of scleroderma as it is commonly thought of, but is of the order of the 
fibrositis about which the English write so much. In other words, there is here 
a sclerosis of the skin which has as its basis a subacute generalized disease of the 
order of rheumatism with great involvement of the vascular tree. 


Dr. Donatp M. Prttssury: This patient is an unusually intelligent young 
woman, who has followed all my instructions carefully. She has noted that when 
the arthritic condition is at its worst the skin and the subcutaneous tissues seem 
to get worse. She was originally sent to me on account of a papulosquamous 
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eruption of the scalp while she was under treatment for arthritis, and during th 
course of the examination the induration of the subcutaneous tissue of the neck 
and the forearms was discovered. 


Urticaria from Sensitiveness to Cold. Presented by Dr. Parricia Dranr, 

E. R., a white woman aged 55, cadaverously thin, weighing 90 pounds (40.8 
Kg.), presents hyperpigmentation on the upper extremities and pigmentation of 
the trunk, particularly ..bout the lumbar region, the abdomen, the inner sides of 
the thighs and the breasts. There are numerous evidences of scratching (scars 
and excoriations) on the hyperpigmented regions. When cold water or ice is 
applied to the skin for a few seconds, large urticarial lesions develop. Before the 
development of the “wheal” the patient complains of severe itching in the area, 
and when the lesions develop, they last from several minutes to several hours, 
depending on the length of time the cold substance was originally applied. The 
patient states that for twenty years she has had severe itching of the skin of the 
entire body. Thirty years ago, while swimming in cold water, she collapsed and 
has not been able to go swimming since then. She has experienced a “puckering” 
sensation of her lips whenever she takes any cold drinks. Her father is living 
and well at the age of 78, but he has had hay fever for many years. The family 
history is otherwise irrelevant. The patient’s blood sugar level was 100 mg. per 
hundred cubic centimeters; the urea nitrogen, 11 mg.; the uric acid, 2.8 mg.; the 
creatine, 1.1 mg.; the nonprotein nitrogen, 28 mg.; the calcium, 95 mg., and the 
cholesterol, 450 mg. The blood count showed nothing significant except slight 
anemia. The basal metabolic rate was —6 per cent. The Wassermann reaction 
of the blood was negative. Urinalysis showed a faint trace of albumin. When a 
tourniquet was applied the cutaneous lesions appeared; however, the itching pre- 
ceding the appearance of the lesions was less severe. Epinephrine injected locally 
into the wheal had no effect. When an area was infiltrated with 1 per cent pro- 
caine hydrochloride and cold water or ice applied, no urticarial wheal appeared. 

DISCUSSION 

Dr. Joun H. Stokes: I have had a little experience with histaminase, which 
is an extract of the animal intestine, in which histamine has been found in the 
intestinal wall along with histaminase, This can be given by mouth or hypo- 
dermically, and in 1 case of pronounced urticaria due to cold I succeeded in greatly 
increasing the tolerance of cold water in a short time, but the effect did not last. 
That is one lead I should try. I did not notice the effect of oral administration 
to be so striking as that of hypodermic injection. 

Dr. SicgmuND S. GREENBAUM: W. W. Duke (Asthma, Hay Fever, Urticaria 
and Alliec Manifestations of Reaction, St. Louis, C. V. Mosby Company, 1925) 
described the method of desensitization of such patients by progressively increasing 
the area of contact with a progressive decrease in the temperature of the water 
applied to the body. A patient I saw several years ago, in whom cold air alone 
would bring out these lesions, eventually experienced spontaneous recovery. 

Dr. Frep D. WetpMAN: S. G. Hopkins, B. M. Kesten and O. G. Hazel (Arcu. 
Dermat. & SypH. 38:679 [Nov.] 1938) have called attention tc the role that 
choline plays in neural reactions. I think empirically injections of choline might 
be tried in this case. 

Dr. Donatp M. Pit_tspury: About two years ago I considered some experi 
mental attack 1 the possible role of choline in urticaria and in lesions of acne 
vulgaris in whic there might be decomposition of lecithin, and I talked with 
Dr. Isaac Starr, who did most of the original work with choline compounds in 
this country. He said that all one has to do is give the patient large doses of 
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opine, which is the physiologic antagonist of choline. I have wondered since 
ether the theory of the choline derivation of this process is correct if it does 
ot respond to atropine, 


Pityriasis Rubra Pilaris. Presented by Dr. J. M. Scui_pKRAut, Trenton, N. J. 


I. R., a white woman aged 52, exhibits a generalized eruption. The head, 
eyebrows and ears are covered by a thick dry scaly eruption. Her face is erythem- 
atous; her body shows a generalized follicular horny eruption made up of small 
rosy pink papules with spiny follicular projections, giving a nutmeg grater feel 
vhen the hand is run over the surface. From the hips down there is a diffuse 
livid red eruption with large adherent and exfoliating flakes around the ankles 
and the dorsa of the feet. There are a similar eruption on the upper limbs and 
keratoderma of the palms and soles. The scalp and face have a seborrheic appear- 
ance. The limbs look psoriatic with exfoliation, The patient states that the con- 
dition began on May 30, 1938, with “water blisters” on the tops of the hands and 
neck and then spread over the body, which she treated with home remedies for 
“poison ivy.” She has been given ultraviolet radiation over the entire body and 
2 per cent salicylic acid in olive oil, hydrous wool fat and petrolatum. Internally 
she has received arsenic trioxide and large doses of vitamins A and D. 


DISCUSSION 
Dr. Paut Gross, New York (by invitation): Clinically the eruption resembles 
pityriasis rubra pilaris, although some of the important criteria are lacking. In 
a small group of eruptions resembling pityriasis rubra pilaris Dr. Andrews and 
I have had definite therapeutic results from administration of the vitamin B com- 
plex. This is best accomplished by intramuscular injections of large doses of 
liver extract (not the concentrated preparation used for pernicious anemia). 


Adenoma Sebaceum (Telangiectatic Type). Neurocutaneous Syndrome. 

Presented by Dr. DonaLp M. PILissury. 

D. F., a white girl aged 4 years, presents a few small telangiectatic papules 
on each cheek. There is a small linear nodule on the inner paronychial margin 
of the left great toe. At the age of 6 months the child’s mother noted frequent 
prolonged periods of “batting” of the eyes. During the past year epileptiform 
seizures of increasing severity have occurred, particularly when the child becomes 
excited. The lesions on the face were first noted about six months ago. Neurologic 
examination has been difficult and is incomplete. The findings include bilateral 
Babinski sign, bilateral ankle clonus, hyperactive knee jerks and spastic gait. On 
ophthalmoscopic examination a number of ill defined small round white lesions on 
the retina can be made out. 

DISCUSSION 

Dr. FreD D. WetpMan: I looked carefully for yellow points as a sign of 
sebaceous hyperplasia. Has any member of this society ever seen any evidence 
of a sebaceous factor clinically in a case of adenoma sebaceum of Pringle? 

Dr. THomMAS BuTTreRwortH, Reading, Pa.: I think most of the papules are 
either red or slightly brown, but I have seen yellow papules. This disease furnishes 
interesting diagnostic problems. A search should be made for evidence of rhab- 
domyoma of the heart, renal tumors and tumors and cysts of other organs. Potato- 
like hardenings of the cerebral cortex known as tuberous sclerosis occur in most 
cases of adenoma sebaceum. In some instances “candle-dripping” tumors may be 
demonstrated in the lateral ventricles in encephalograms. The prognosis is poor. 
Patients with tumor of the heart die early. Many others succumb in the late 
teens. No known form of therapy is of value. 
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Epithelioma. Presented by Dr. E-mer R. Gross, Wilmington, Del. 

H. C., a white man aged 65, presents a granulomatous lesion on the lower 
right eyelid and conjunctiva of one year’s duration. The lower edge has a 
typical pearly border. There is an ulcer at the inner canthus, with partial 
destruction of the lid. It began as a split pea-sized lesion and gradually pro- 
gressed to its present size. There is no history of trauma. 


DISCUSSION 


Dr. Frep D. Wemman: I should like to comment on the pearly appearance: 
of notable areas on the mucous membrane. Perhaps if this lesion were trans- 
planted to the oral cavity, most of the members would say that it is leukoplakia 
with secondary cancerous changes. It is not a far cry from the mucous membrane 
of the mouth to the mucous membrane of the conjunctiva; we know that leuko- 
plakia can occur on the vagina, the cervix uteri and the esophagus and in the 
renal pelvis. The history may disclose that the process had a pearly appearance 
at the outset and that the brawny induration around it was a secondary cancerous 
change. I should like to learn whether that was the case. 

Dr. J. P. GUEQUIERRE: What treatment has Dr. Gross in mind in this case? 

Dr. JosepH V. Kiauper: A number of cases of epithelioma of the eyelids 
come under observation at the Wills Hospital. I think this condition is a little 
unusual, as it involves the entire lid. Epithelioma occurs on the lower lid much 
more frequently than on the upper. Electrodesiccation cannot be used in treating 
this patient. Roentgen or radium irradiation is better. I have never seen leuko- 
plakia on the conjunctiva. 

Dr. SIGMUND S. GREENBAUM: I have treated a number of patients with car- 
cinoma as advanced as this. No matter what the therapy, one would have to 
expect a considerable defect in the lower lid. This could possibly be repaired by 
a plastic surgeon. I should curet the lesion thoroughly and use radium needles 
on it, protecting the eyeball with a brass or silver screen. I have treated a number 
of such lesions in this way, but they are difficult to cure when they are as 
advanced as this. The dose of radium would have to be determined after all soft 
tissue had been removed from the lesion, 

Dr. J. P. GuEgurerRRE: I should take the stand that the case does not belong 
to the dermatologist; it is one for an ophthalmic surgeon. I believe that there is 
more extensive involvement than is apparent. One must take into consideration 
the possible necessity for enucleation of the eye, followed by heavy irradiation. | 
believe that this lesion is prickle cell epithelioma. 

Dr. Epwarp F. Corson: An excellent article on epithelioma of the eyelid 
was published recently by G. S. Sharp (J. A. M. A. 111:1617 [Oct. 29] 1938). 

Dr. THomMaAs ButTterwortH, Reading, Pa.: It would seem that radium needles 
have advantages, but I have been trying to elicit a suggestion as to technic in 
this case. 

Dr. AprAM StrAuss: I personally have obtained good results with fractional 
doses of unfiltered roentgen rays over a long period. I do not protect the eye 
during these treatments. 

Dr. S1cGmMuND S. GREENBAUM: The last time I treated epithelioma of the eye 
I used the curet and radium plaques. The following day the patient complained 
of loss of vision in the treated eye. The visual loss, however, was hysterical and 
was quickly restored by mild psychotherapy. 
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Dr. FRANK C. KNowLes: I think one could use electrocoagulation. Ii a 
lium plaque were used, it would suit perfectly. One does not think of prickle 
carcinoma on the mucous membrane. Little pearly lesions are always seen 
basal cell carcinoma rather than in the prickle cell type. 
Dr. JosepH V. Kiauper: I should not subscribe to enucleation of the eye until 
entgen therapy is given a trial. 
Dr. ErtcH Ursacu (by invitation): I should treat this lesion with the contact 
entgen method (Chaoul); it is the best treatment for carcinoma of the skin 
d mucous membranes. One may give radium every fortnight and later every 
our weeks in doses of about 50 milligram hours, filtered through 1 mm. of brass. 
Dr. Ermer R. Gross, Wilmington, Del.: This patient is presented because of 
e relative rarity of epithelioma arising from the ocular conjunctiva and to invite 
discussion of the various methods of treatment. In reply to Dr. Weidman’s ques- 
tion: I could not elicit an intelligible history from the patient. He stated that it 
hegan as a “pimple” and, despite local applications, gradually spread to its present 


SIZC, 


Tuberculous Ulceration of the Buttocks. Presented by Dr. Patricia DRrant. 

r. E. K., a white man aged 39, presents ulceration of the skin of the buttocks. 
On the right side, at the anal margin, there is a small hard nodule. A roentgeno- 
eram of the chest showed fibroulcerative tuberculosis of the upper lobe of the, left 
lung. The Kahn test was negative. Histologic examination of the lesion has not 
been made. 

DISCUSSION 

Dr. Frep D. WeEtpbMAN: Has there been any change in the appearance of this 
lesion? It is now a remarkably clean ulcer, with scarcely any infiltration at the 
margins and a uniformly flat and not at all necrotic base, such as one sees in 
tuberculosis. While those features may have been present earlier, the lesion does 
not now suggest tuberculosis. 


Dr. JosepH V. KitAuperR: I should try a salt-free diet. I think the lesion will 
heal after a prolonged trial. I should also consider destruction of the lesion by 


electrodesiccation. 

Dr. Ertcu Urpsacu (by invitation): In a case of similar involvement which 
| observed, the surgeon refused to excise the lesion lest the incision fail to heal. 

Dr. ABRAM StrAuss: Dr. Knowles, Dr. Corson and I observed a case of 
extensive tuberculosis of the buttocks which healed perfectly after electro- 
desiccation. 

Dr. SIGMUND S. GREENBAUM: This man’s pain will be relieved within a week 
after the lesion is electrocoagulated. Tuberculosis cutis orificialis does well when 
treated by a method that produces a result simulating the natural healing of tuber- 
culosis of the lungs. Destruction of the cutaneous lesion produces fibrosis and 
hence healing. 


A Case for Diagnosis. Presented by Dr. E-tMer R. Gross, Wilmington, Del. 

W. B., a Negro aged 65, looking older, presents a reticulated pigmented 
eruption on both knees. Some of the lesions are linear and associated with fine 
scarring and areas of depigmentation. The condition appeared overnight and has 
been present for four weeks. There were no associated symptoms. The Wasser- 
mann reaction of the blood was negative. 


DISCUSSION 


Dr. SIGMUND S. GREENBAUM: I think that the man has not furnished the 
correct history. He has undoubtedly had erythema ab igne accompanied with 
pruritus which by scratching he has turned into a papular condition; some of the 
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papules on disappearing have left hyperpigmented and atrophic areas. This papula: 
eruption may be related to a systemic infection which has improved under injec- 
tions of unknown composition. I have a photograph of a patient with erythema 
ab igne in whom an erythematopapular eruption resembling neurosyphilid or 
tertiary erythema of Darier had developed. This condition may fit into one of 
those categories. 


Flare-Up of Sycosis Vulgaris, Possibly Referable to Extraction of Teeth. 
Presented by Dr. ELMER R. Gross, Wilmington, Del. 


L. G., a white man aged 37, has had sycosis vulgaris for twelve years. He 
presents a therapeutic problem, having had, without benefit, the following treatment: 
local applications, administration of bacteriophage and of autogenous vaccine, 
roentgen irradiation to the saturation point, nonspecific protein therapy and fever 
therapy (typhoid vaccine). In June 1938 he yielded a positive smear for Vincent's 
organisms and had three teeth removed. The sycosis cleared up by August. In 
October he had two more teeth removed, with a subsequent flare-up of his sycosis, 
Since then he has had teeth extracted every two weeks, each time with a flare-up 
of the sycosis. For example, he had a tooth extracted on Tuesday, January 17, 
and a flare-up of the sycosis on Wednesday, January 18. During the interval 
before this extraction there had been a subsidence of the sycosis. 


DISCUSSION 


2 
Dr. SIGMUND S. GREENBAUM: I have always considered this man’s condition 


to be chronic blepharitis primarily, with drainage of the infected material through 
the nose and secondary infection of the upper lip and chin. It is interesting to 
see the effect of a distant focus of infection on the cutaneous process. 

Dr. Ertcu Ursacu (by invitation): I should suggest the use of sulfanilamide 
orally, intramuscularly and locally. I have seen patients with severe sycosis derive 


astonishing improvement from this treatment. 

Dr. R. O. STEIN (by invitation): Topical applications of 0.8 per cent solution 
of sulfanilamide have been used at the Philadelphia General Hospital for various 
conditions, and powdered sulfanilamide has been sprinkled on lesions. The results 
have varied according to the type of lesion. In cases of streptococcic infections, 
in which sulfanilamide administered internally seems to have an effect, the drug 
has worked well localiy. 

Dr. SicmuND S. GREENBAUM: Although sycosis is probably caused by 
staphylococci, I have been using a 5 per cent ointment of sulfanilamide for the 
past six months for impetigo contagiosa and what I regard clinically as mixed 
staphylococcic and streptococcic cutaneous infections, with fair results. 

Dr. THomAs ButTTERWoRTH, Reading, Pa.: Application of a plaque of radium 
often helps blepharitis remarkably. It also helps eczema of the eyelids, and I 
believe it is even safer than roentgen rays. 

Dr. SIGMUND S. GREENBAUM: In chronic blepharitis of eight to twelve years’ 
duration, when the lids are thickened, roentgen rays sometimes bring about cure. 


Lupus Pernio. Presented by Dr. SicmuNp S. GREENBAUM. 


A. F., a white man aged 28, was seen for the first time on Jan. 7, 1939, but a 
statement of the findings in his case at another institution follows: He was 
admitted on March 9, 1935, with the chief complaint of circumscribed lesions on 
the forehead and cheeks. In 1933 he had noted a lesion over the inner half of 
the right supraorbital region. It itched and gradually grew larger. In the mean- 
time two other lesions appeared, one on each side of the nose. Ultraviolet irradia- 
tion, boric acid washing and applications of zinc oxide ointment were ineffective. 
At the time of admission the lesions were sharply demarcated by slightly elevated 
margins. The follicular openings about the periphery were enlarged. There were 
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eht scale formation and fibrous infiltration and a suggestion of mottling. The 
mesial half of the right eyebrow was denuded. Quinine sulfate, 2 grains (0.13 Gm.) 

ree times a day and ointment of ichthammol, 25 per cent, were ordered. On 
Oct. 19, 1935, after fifteen visits, the condition had almost disappeared. On Jan. 18, 
1936, continued improvement was noted. The affected areas showed fibrous deposi- 
tion and slight scarring. There was an erythematous remnant only at the edge 
of the lesion on the left cheek. A slight remnant of the supraorbital lesion 
remained, but fibrous central healing was well marked. On February 15 further 
improvement was noted. The supraorbital lesion had largely regressed, leaving an 
atrophic scar. The lesion on the right cheek was erythematous, with fading at 
the margin, and the left was worse. Quinine sulfate, 2 grains (0.13 Gm.), was 
given three times a day. On Dec. 2, 1937, after absence from the clinic for over a 
year, the condition was still improved. The quinine and ichthammol medication 
taken during this period was renewed. From May 22 to Oct. 30, 1937, the patient 
received eighteen injections of colloidal gold, averaging 1 cc. per dose. On June 
21, 1937, a blood count revealed a color index of 1.02, 4,500,000 erythrocytes and 
5,400 leukocytes, with 70 per cent segmented neutrophils, no nonsegmented 
neutrophils, 2 per cent eosinophils, 22 per cent lymphocytes and 6 per cent mono- 
cytes. No basophilic stippling of the erythrocytes was noted. From Feb. 26 to 
Sept. 3, 1938, he received ten injections of sodium gold thiosulfate, each of 0.25 Gm. 
On November 12 the patient had no complaints. The sites of involvement showed 
signs of healing with scar formation. A few dilated ducts were seen at the 
periphery. His last visit was on December 3. 

Two weeks before presentation, when first seen by me, the patient presented 
indurated areas over both cheeks. The skin over these was rather procelain-like, 
while at the periphery there was a pinkish-violaceous shade. There were irregular 
various-sized cicatrices on the forehead above the nose and on the nose itself. 
There were no subjective symptoms. On diascopic pressure a suggestion of apple 
jelly-like areas was seen. On Jan. 14, 1939, he was given 0.001 mg. of old tuber- 
culin intracutaneously, which produced a focal reaction in the form of tenderness, 
increased sense of fulness and tension and increased congestion of the entire 
actively involved areas. The lesions are now reddish blue edematous symmetric 
swellings with indistinct borders. 

DISCUSSION 

Dr. ErtcH Ursacu (by invitation): I believe this patient has lupus erythema- 
tosus and not lupus pernio. I do not know if German and American dermatologists 
have the same nomenclature. Lupus pernio is an extremely rare disease which 
one sees usually on the hand, nose and auricles. It looks like frostbite and is a 
little brownish red. I should not call this condition lupus pernio. The lesion of 
lupus pernio is an edematous indistinctly marginated plaque. The effect of the 
gold therapy also speaks more for lupus erythematosus than for lupus pernio. 
Histologic study of the lesion will easily distinguish lupus pernio from lupus 
erythematosus. 

Dr. JosepH V. Kiauper: I think the condition is lupus erythematosus. 


Dr. FRANK C. KNow.es: The condition looks much like lupus erythematosus, 
but it is markedly infiltrated, in contrast to what one considers the infiltrative 
lesions of erythematous lupus. I think it is a tuberculous process rather than 
lupus erythematosus, although it is not the lupus pernio type. 


Dr. FrEp D. WEIDMAN: I got the same impression Dr. Knowles did, and in 
addition I think there is a localized nodular aggregation that speaks more in 
favor of a circumscribed process than of the more diffuse manifestations of lupus 
erythematosus. There is no question that the condition is difficult to appraise. 
In America one of the synonyms for lupus pernio is chilblain lupus, which speaks 
for a more diffuse and soft type of process than that seen tonight. I think that 
American ideas about lupus pernio are similar to those abroad. Incidentally, 
Schaumann has indicated as part of his complex that some of the lesions of lupus 
pernio have a real tuberculoid architecture and not simply a chilblain-like reaction; 
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it is a reaction such as occurs in erythema induratum (Tillgren, J.: | Schaumann’s 
Disease [Lymphogranulomatosis Benigna], Acta med. Scandinav. 93:189, 1937). 

Dr. Epwarp F. Corson: My associates and I treated this patient for four 
years, regarding his condition as lupus erythematosus. He had two series of 
injections of a gold salt, with a considerable interval between. This procedure 
gave good results. At one time he was nearly free from lesions except for thin 
scarring on the areas now inflamed. He has apparently relapsed recently. 

Dr. J. M. ScuitpKrAvut, Trenton, N. J.: I think this case is one of lupus 
erythematosus in a man with a tendency to scarring. 

Dr. Ropert L. Gu-MAN: I feel that there is a great deal in favor of a diag- 
nosis of lupus erythematosus in this case. One must take into account the blood 
count, but I feel that there are certainly tuberculous features in the lesions. 

Dr. SIGMUND S. GREENBAUM: My impression when I first examined this 
patient was that I was dealing with lupus erythematosus. This remained until 
I felt the deep infiltration in the lesions and saw on the nose and forehead (more 
visible in the daytime) scars from ulcerations rather than the atrophy seen in 
chronic discoid lupus erythematosus. On diascopic pressure the brownish tint of 
apple jelly-colored spots appeared. Of course, it is possible that the patient had 
lupus erythematosus to begin with and the process has gone on to a sarcoid state. 
I could not get a clearcut history from the patient as to how the condition began. 
I gave him 0.001 mg. of tuberculin, and on the next visit, five days later, he said 
that on the night of the medication there had been considerable tension and fulness 
in the involved areas, which were, when I saw them, congested looking. Darier 
stated that the exact classification of lupus pernio is not settled. He could not say 
whether it belongs to the tuberculoses or the tuberculids. Kissmeyer and Schau- 
mann placed it with the sarcoid of Boeck group. I agree with the general dis- 
cussers that this eruption is probably tuberculous. I feel this the more strongly 
on account of the focal reaction induced by the tuberculin, which was unaccom- 


panied by a local reaction at the site of the intracutaneous injection. 


Sarcoid of Boeck. Presented by Dr. EtmMer R. Gross, Wilmington, Del. 

C. N., a white man aged 70, presents a jelly-like nodule on the right external 
canthus, about 2 cm. in diameter. He also has mild rosacea. Medical examination 
revealed bad teeth but otherwise gave negative results. The Wassermann and the 
Meinicke tests of the blood and examination of the cerebrospinal fluid gave nega- 
tive results. There was no roentgen evidence of pulmonary tuberculosis. The 
first biopsy, in January 1938, revealed a nondescript picture suggestive of an “old” 
syphiloderm. The second biopsy showed the histologic picture of sarcoid of 
30eck. From Dec. 5, 1937, to April 18, 1938, the patient received bismuth sub- 
salicylate intramuscularly and from May 9 to November 7 he received 485 mg. 
of sodium gold thiosulfate intravenously, in thirteen injections. He was subjected 
to a salt-free, high calory and high vitamin diet, which produced about 30 per 
cent improvement, 

DISCUSSION 

Dr. Ertcu Urpacu (by invitation): I believe the lesion is a nodular type ot 
lupoid and not sarcoid. It is very soft tissue. This speaks against sarcoid of 
Darier and Roussy. 

Dr. Frep D. WEIDMAN: I suggest lupus tumidus. Most of the members would 
consider suck a lesion occurring around the ear a good example of that disease. 
The histologic section was rather limited and unsatisfactory, but the reaction is 
certainly tuberculoid. There was not the circumscription of the endothelioid cells 
which one sees in classic Boeck’s sarcoid, but in large lesions of Boeck’s sarcoid 
I have seen a diffuse rather than alveolar arrangement, except at the advancing 
margin. However, the histologic picture is not the whole story in this case; 
correlating the histologic aspects with the clinical characteristics stamps the lesion 
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as lupus tumidus. I considered the process as Boeck’s sarcoid histologically, but 
with such a soft lesion I shall now have to change my mind. 

Dr. SIGMUND S. GREENBAUM: Why does Dr. Urbach differentiate !upoid 
from sarcoid, and what does he mean by the distinction? 

Dr. ErtcH Urpacu (by invitation): They are differentiated from the clinical 
and the histologic standpoint. Clinically the sarcoid of Darier and Roussy is hard 
and a little deep in the subcutaneous tissue. From the histologic standpoint it has 
to be called sarcoid if it is sharply circumscribed. Lupoid is something that looks 
clinically like lupus vulgaris but on histologic study does not show the distinctive 
features of lupus vulgaris. Since the histologic picture is not definite, it is not 
safe to say that the lesion is real lupus. It is better to say lupoid. 


A Case for Diagnosis (Mycosis Fungoides?). Presented by Dr. ELmer R. 

Gross, Wilmington, Del 

M. L., a white man aged 69, presents on the trunk and extremities many 
infiltrated plaques and nodules with a tendency to confluence. The dorsa of the 
hands are thickened and have a nutmeg grater-like appearance and feel. The 
eruption began in 1930 on the legs, gradually spreading until it now involves the 
upper extremities and the trunk, Itching was not a conspicuous symptom until 
about eight months ago. A roentgenogram of the chest showed no abnormality. 
A blood count revealed 4,030,000 erythrocytes, 11,000 leukocytes, 80 per cent 
hemoglobin, 74 per cent polymorphonuclear leukocytes, 24 per cent lymphocytes 
and 2 per cent large lymphocytes. Report on a biopsy specimen on July 12, 1938, 
revealed subacute diffuse dermatitis and dyskeratosis. A biopsy specimen taken 
in January 1939 revealed a nondescript picture. Histologic study of an epitrochlear 
lymph node showed acute hyperplasia on Oct. 21, 1938. The patient has been 
treated at various clinics and by several dermatologists, who administered a con- 
siderable amount of roentgen rays. He has also received local applications and 
ultraviolet irradiation, including courses in the hospital wards, without benefit. 


DISCUSSION 

Dr. ABRAM StrRAussS: I first saw this man eight years ago and treated him 
for six or seven of the intervening years. I made the diagnosis of granuloma 
fungoides when I first saw him, and confirmed it by histologic study of excised 
tissue. He did well for a time, relapsed and, being lax in treatment, has not done 
well at all lately. Physically, he looks better tonight than when I saw him six 
months ago, but the skin is in about the same condition as it was then. 

Dr. JoseEpH V. KLAupDER: There has been some controversy as to whether this 
patient has granuloma fungoides. There are some definite features of chronic 
eczema with lichenification on the backs of the hands. On the palms I think he 
has definite lesions of squamous eczema. The patches are not infiltrated; they 
are thickened. 

Dr. Frep D. We1pMAN: I think he has granuloma fungoides. The infiltration 
in the patches on his trunk is too extreme for eczema. The hyperkeratosis on 
the backs of the hands is extraordinary; it is almost verrucous, Histologic study 
of the biopsy specimen did not reveal definite granuloma fungoides. The remark- 
able hyperplasia of the epidermis is almost pseudoepitheliomatous, a feature not 
seen in granuloma fungoides, atopic dermatitis or eczema. I feel that the micro- 
scopic examinations did not help. This is not uncommon in the history of pre- 
mycotic granuloma fungoides. In view of the character of the infiltration on the 
chest as seen tonight the balance of evidence is in favor of granuloma fungoides. 


Dr. Ertcu Ursacn (by invitation): I should favor the clinical diagnosis of 
a premycotic phase of granuloma fungoides. It would be instructive to see not 
only the patient but the histologic section. 
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Scleredema Adultorum. Presented by Dr. H. J. Smiru and Dr. J. L. Derzavis, 
Baltimore (by invitation). 

A. A., a white girl aged 15, moderately well nourished and developed, informa 
tive and comfortable, presents subepithelial tenseness and induration of the skin on 
the neck, face, shoulders, upper parts of the arms, forearms and thighs. There 
is no pitting, but a mild dryness of the cutaneous surface is present. There are a 
few papules and comedos on the face. A slight distant systolic murmur is heard 
in the fourth left interspace near the apex. The heart sounds are normal. None 
of the abdominal organs are palpable. There is facial asymmetry, with fulness 
in the region of the thyroid gland. The condition began in July 1938, with aches 
and pains in the lower and upper extremities, fever and jaundice. The patient 
was in the hospital for two weeks and at the time of her discharge noted stiffness 
in the arms, followed by stiffness of the face and forehead and then of the legs 
and thighs. This stiffness has gradually increased. The basal metabolic rate 
was —3 per cent. A blood count on July 3, 1938, revealed nothing significant. 
The Wassermann reaction of the blood was negative. The urea content of the 
blood was 8.6 mg. per hundred cubic centimeters. On August 2 the van den Bergh 
test showed 0.2 units of bilirubin; a bromsulphalein test was normal. The total 
serum protein content was 7.68 mg. per hundred cubic centimeters, the albumin 
content being 4.58 mg. and the globulin 3.1 mg.; the albumin-globulin ratio was 
1.15. The cholesterol content was 190 mg. per hundred cubic centimeters. His- 
tologic examination of a specimen of the skin revealed no abnormalities. An intra- 
dermal test with trichina antigen gave negative results. The patient was given 
thyroid three times a week, 

DISCUSSION 

Dr. D. M. Siptick: This patient may have scleredema adultorum, but I think 
observation will show scleroderma. 

Dr. Donato M. Pittssury: I think some question might be raised about the 
diagnosis. If my understanding is correct, scleredema adultorum ordinarily involves 
the trunk. There was no history of any acute disease preceding the present 
trouble, although there was a history of jaundice just after the onset. I think 
the vascular changes which were noted are not of the erythema group; they are 
suggestive of livedo reticularis. One must consider the possibility of dermatomyo- 
sitis in this case. Apparently, however, the patient has no impairment of function 
of the arms and legs, and there is no pain associated with the disease. I agree 
with Dr. Sidlick that further observation will be necessary to establish the diag- 
nosis definitely. 


A Case for Diagnosis (Follicular Lichen Planus?). Presented by Dr. 

ABRAM STRAUSS. 

L. S., a white woman aged 54, presents a pruritic eruption of acuminate lesions 
1 to 2 mm. in diameter on the abdomen, back, thighs, arms and neck. The con- 
dition started about four months ago on the thighs and then spread to the abdomen, 
back and chest. The patient also complained of pain on the right side, There 
was no night sweating, fever or hemoptysis. The patient is anemic and has a 
stenosing tenovaginitis of the flexor tendon of the third finger. The heart and 
lungs are normal. The calcium content of the blood was 10.4 mg. per hundred cubic 
centimeters ; the urea nitrogen content 20 mg. and sugar content 103 mg. Urinalysis 
showed no abnormality. 





SOCIETY TRANSACTIONS 


DISCUSSION 

Dr. SIGMUND S. GREENBAUM: I showed a patient with this type of eruption 

number of years ago. That patient had in addition areas of alopecia in the 
calp, and in these there were follicular lesions somewhat like those on the nape 
of the neck. The eruption cleared under gold therapy. I think that this patient 
has a type of lichen planus associated with spinulous lesions. On the right flank 
here is a typical lesion of lichen planus. 

Dr. Morris MArKowi11z: I wonder if this eruption could be classified as an 
avitaminosis. 

Dr. CARROLL S. WriGHT: This woman has been on a well rounded diet. 

Dr. Epwarp F. Corson: Dr. Strauss asked me to mention that he preferred 
the diagnosis of lichen planus in this case. 

Dr. Frep D. WEIDMAN: I should like to comment on the uniform spacing of 
the lesions. This speaks for involvement of some one of the normal anatomic 
appendages of the skin—the sweat or the pilosebaceous apparatus. It is known 
that in lesions of lichen planus a sweat duct often appears. One would have to 
invoke something of that sort to explain this uniform stippling of the lesions 
over extensive areas of the body. A histologic examination will clear up the 
whole situation. Ordinary lichen planus does not show this uniform stippling. 
Close examination of a lesion suggests lichen spinulosus. 

Dr. ErtcH URBACH (by invitation): I should hesitate to make a diagnosis of 
this eruption before seeing the histologic section. One should consider other possi- 
bilities, such as oil dermatitis or a hematogenous condition such as tuberculosis. 

Dr. J. M. ScuILpKravt, Trenton, N. J.: I think pityriasis rubra pilaris should 
be ruled out in this case. 

Dr. Frep D. WeipMAn: I wonder why no one has mentioned beginning 
Darier’s disease. I think that is one of the conditions that might be present. I 
agree, however, that a final diagnosis is impossible without biopsy. 

Dr. SIGMUND S. GREENBAUM: With the diagnosis of hematogenous dissemina- 
tion Dr. Urbach is speaking of an etiologic diagnosis. I am speaking of a mor- 
phologic diagnosis. The lesion of lichen planus on the flank of this patient cannot 
be explained away. If the members are going to talk about causation, a cutaneous 
reaction like urticaria or erythema multiforme due to a variety of causes, irritants, 
drugs and micro-organisms, has to be considered. 


Morphea of the Neck. Zosteriform Lichen Planus of the Trunk. Pre- 
sented by Dr. H. J. SmituH and Dr. J. L. Derzavis, Baltimore (by invitation). 


L. C., a Negress aged 30, presents on the neck a nontender patch of gray 
induration the size of half a dollar, with whitish satellite papules surrounded by 
a purplish erythematous zone. On the trunk are about a dozen collections of 
pruritic shiny scaly purplish red papules 2 cm. in diameter, linear on the left side 
and following the thoracoabdominal nerves. The lesion on the neck was first 
noticed two years ago. It was white and indurated until two months ago, when 
it began to spread and soften. The lesion on the trunk began one month ago and 
progressed and regressed rapidly. There was no history of syphilitic lesions, 
although the patient had antisyphilitic therapy in 1932 and 1933 (eleven injections 
of a bismuth preparation and six of neoarsphenamine). The patient had had one 
miscarriage and has 2 children dead and 2 living (1 of the latter is receiving anti- 
syphilitic treatment). The results of serologic tests of the blood were as follows: 
omplement fixation, doubtful; Kolmer, negative; Eagle, positive (Jan. 29, 1939). 
On Feb, 11, 1932, the Wassermann reaction of the blood was 4 4 4 and the Kahn 
reaction was 2 2 1, Urinalysis gave negative results. A blood count revealed 
slight anemia. The sugar and the uric acid content of the blood were normal. 
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DISCUSSION 

Dr. D. M. Stptick: I believe that the lesion on the neck and the lesions on 
the abdomen are the same—lichen planus, except that they present a variation of 
the classic picture. I do not think the disease is morphea. 

Dr. Frep D. WeEmpbMAN: There is not much difference between the histologic 
picture of atrophic lichen planus and that of morphea. I think Dr. Sidlick is 
correct. 

Dr. ErtcuH Urpacu (by invitation): I believe the lesions represent the same 
process, but I believe it is scleroderma. The histologic structure was suggestive 
of morphea, I cannot understand why this distribution over three or four segments 
can be so-called lichen planus. I cannot understand how lesions of three weeks’ 
duration could have so much pigmentation. If one looks closely one can see 
inflammation. I should say that the lesions on the trunk are a new outbreak and 
have the same cause as that on the neck. 


A Case for Diagnosis (Mycosis Fungoides?). Presented by Dr. Carroir 

S. WRIGHT. 

S. S. S., a white man aged 40, in August 1931 first noticed deep vesicles on 
the palms and soles. These itched severely. In about two weeks a generalized 
urticarial type of eruption with pruritus developed. Shortly after this a generalized 
“eczema” appeared, and except for several short intervals his skin has never been 
free of lesions. The patient says that he was in perfect health and had a clear 
skin prior to August 1931. His mother had asthma and diabetes; 2 sisters have 
hay fever, and 1 brother has diabetes. One of the patient’s daughters has allergic 
eczema. Urinalyses have given normal results. A blood count revealed 4,500,000 
erythrocytes, 10,000 to 14,000 leukocytes and 80 to 90 per cent hemoglobin, The 
differential count was normal except for eosinophils ranging from 4 to 24 per cent. 
The value for blood sugar was 80 to 90 mg. per hundred cubic centimeters and 
for calcium 9 to 12 mg. The sedimentation rate of the blood was 14 to 15 mm. in 
sixty minutes. Results of gastric analysis were within normal limits. <A _ roent- 
genogram of the chest was normal. The Kahn test was negative. The report on 
the biopsy specimen suggested mycosis fungoides. The patient was given pro- 
longed roentgen treatment, two series of fever therapy, ten intramuscular injections 
of 1 cc. each of ethyl chaulmoograte, a series of intravenous injections of calcium 
and autohemotherapy and during the past two years innumerable local applications. 
There were also periods in which no local treatment was given. 


DISCUSSION 


Dr. Carrot, S. Wricut: Dr. C. K. Youngkin, of the United States Naval 
Hospital, who asked me to show this patient, stated that the condition is now 
regarded as mycosis fungoides. I am not entirely willing to agree with this diag- 
nosis, although I understand that it has been made on a histologic basis by Dr. 
Weidman. I am anxious to hear what Dr. Weidman has to say about the his- 
tologic picture. I think this condition may be an example of the type that M. B. 
Sulzberger and W. Garbe called an exudative discoid and lichenoid chronic derma- 
tosis (Arcu. Dermat. & Sypu. 36:247 [Aug.] 1937). The man has a few nodular 
lesions at present. 

Dr. Frep D. WetpMan: I did examine sections from this patient and, as | 
recall, I thought the condition was mycosis fungoides, but the details have 
escaped me. 

Dr. D. M. Srortck: I find it difficult to reconcile the clinical appearance with 
a diagnosis of mycosis fungoides. I think the lesions conform in bizarre appear- 
ance to those described by Sulzberger and Garbe, which they noted particularly 
in Jews. The lesions were bizarre and of various types and associated with intense 
itching. The authors did not classify the condition exactly. I should say these 
lesions are of the Sulzberger type. 
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Dr. Ertca Ursacu (by invitation): The history of this man is significant. 
ie itching began during the depression in 1929, when he lost his money. Since 
then he has always been worse when he has been unemployed. In 1932 he had a 
ob for some months, and without any treatment the eruption disappeared. He 


Id me: “If somebody gave me $10,000, my disease would disappear.” I believe 


is due only to nervous stress. 

Dr. CARROLL S. Wricut: That is the way I always felt about this case until 
this microscopic diagnosis was given me. 

Dr. SIGMUND S. GREENBAUM: When I was taking care of this patient in a 
local hospital this summer, I felt that if somebody could relieve him of his financial 
dificulties he would get well. However, if the condition really turns out to be 
mycosis fungoides, I shall not be surprised. 


Familial (?) Hemochromatosis. Presented by Dr. SicmuND S. GREENBAUM. 

C. LL, a white man aged 52, shows dark pigmentation over the entire body, 
hut deeper in the exposed parts (i. e., the hands and face). The extremities show 
dryness and fine scaling. There are many small (split pea—sized) areas of dark 
brown pigmentation on the chest. There is a pigmented nevus 1 cm. in diameter 
on the inner surface of the right leg. There are a scar on the forehead and one 
on the right leg from trauma. There are linear grayish white striae on the 
mucous membrane inside the lips and increased pigmentation on the hard palate. 
The patient says that this generalized pigmentation has been present throughout 
his life. Twelve years ago he noted the spotty pigmentation on the chest. He 
was told in 1915 that he had an enlarged liver. He has had contact with lead 
but not with arsenic. The medical examination showed normal temperature, pulse 
rate and respiration. The blood pressure was 150 systolic and 78 diastolic. There 
were blepharitis of the right eye and low grade optic neuritis of the left. The 
vision in the right eye was 6/12 and in the left 6/22. The scleras were clear. The 
edge of the liver was palpable below the costal margin. It was not tender. 
[he spleen ‘was also palpable. There were atrophy, limited motion, weakness and 
absent reflexes of the right arm, but sensation was intact. There was no decided 
adenopathy. Histologic examination showed the pigment in the basal layers to 
be melanin. Iron granules were seen in the epidermal nuclei. No treatment was 
given for the condition of the skin. High voltage roentgen therapy was given 
to the cervical region, with consequent improvement in the function of the right 
arm, 

DISCUSSION 

Dr. Frep D. WerpMAN: I think clinically this condition would pass as hemo- 
chromatosis. Histologically there is no iron pigment in the usual locations, namely, 
the basal layers, or in chromatophores. However, I find on looking up the records 
of necropsies in the department of pathology of the University of Pennsylvania 
that among 4 cases in which the classic picture was present in the liver and the 
pancreas, in the 2 cases in which the skin was examined there was no iron pig- 


ment. In other words, iron may or may not be deposited in the skin; hence failure 
to find iron in the skin does not eliminate this diagnosis. A peculiar observation 
was the presence of blue granules in the nuclei, not only of the epidermis but of 
the corium. That is, there is some abnormality of the mineral metabolism (iron 
metabolism) in the skin in hemochromatosis of which I have not been aware. 


Dr. StcmMUND S. GREENBAUM: The diagnosis of familial hemochromatosis was 
based partly on the fact that the patient’s sister and niece were said to be similarly 
affected. The sister is dark, but not any darker than a good many persons who 
apparently do not have so great a disturbance in the iron metabolism that the 
mineral is thrown out as an infiltration. The history of the dark color, in spite 
of the patient’s not having been exposed to any predisposing work, would exclude 
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Riehl melanosis or tar, petroleum or gas melanosis. The large liver and Dr. 
Weidman’s histologic observations, even though the iron was intranuclear, confirm 
the medical diagnosis of hemochromatosis. 

Dr. Frep D. WerpMaAN: It is not surprising that there should be familial 
hemochromatosis, in view of the glycosuria that accompanies the disease. 


Lichen Planus Hypertrophicus Associated with Cancer of the Lip. Pre- 
sented by Dr. Carroty S, WRIGHT. 

S. K., a white man aged 42, presents a lesion roughly 1.5 by 1 cm. in the 
center of the lower lip. The lesion is nodular and has a verrucous surface. The 
buccal mucosa is lined with white thin patches and streaks. The forearms show 
many deep, slightly elevated papules varying in size from that of a pinhead to 
that of a pea on the flexor surfaces. On the legs there are many lesions typical 
of hypertrophic lichen planus. In 1932 the patient had widespread lichen planus. 
The condition underwent involution except for lesions on the legs and in the 
mouth, which persisted. In November 1936 a pea-sized nodular verrucous lesion 
appeared on the lower lip, which did not respond to roentgen or radium irradiation 
or injections of mercury salicylarsenate. After cauterization the lesion healed. 
In the past three months a new and larger elevation has appeared. The patient 
was given mercury salicylarsenate, sodium cacodylate, neoarsphenamine, roentgen 
rays and radium locally, with some flattening of the eruption on the legs and 
forearms but without effect on the disease of the lip. 


DISCUSSION 


Dr. Epwarp F. Corson: The lesion on the lip should be considered as part of 
the general eruption or as a verrucous or malignant lesion. Personally, I think 
it might be hypertrophic lichen planus. Numerous patches of lichen planus are 
on the nearby mucosa. 

Dr. SIGMUND S. GREENBAUM: This case is interesting to me because lichen 
planus in the mouth or on the lips occasionally becomes malignant :(Prinz, H, 
and Greenbaum, S. S.: Diseases of the Mouth and Their Treatment, Philadelphia, 
Lea & Febiger, 1935, pp. 381-383). Cancer developing on oral lichen planus may, 
however, be purely a coincidence. The labial lesion in this case appears to be too 
soft for malignant degeneration. 

Dr. Frep D. WetmpMANn: I did not know the history of hypertrophic lichen 
planus when I examined the patient, and when I palpated the lesion it reminded 
me of a superficial kind of prickle cell cancer one sees on the Pacific coast in 
persons exposed to alkali dusts and actinic rays. It is a low grade cancer. This 
patient’s entire lesion can be easily grasped and lifted up, so slightly is the infiltra- 
tion attached to the underlying parts. I was amazed at the cavalier way in which 
such epitheliomas are treated in California. They are simply curetted after the 
nurse has injected procaine hydrochloride. After curettement the lesion is swabbed 
with iodine, a bandage applied and the patient sent home, often a long distance 
from San Francisco, with instructions to return in three weeks. Dr. Morrow 
recently discussed the question whether epithelioma is the same in southern Cali- 
fornia and farther north. It would be necessary to invoke some special property 
of the tumor to explain this long duration without further advance. I think, in 
any event, that a biopsy is justified in this case. 

Dr. Carrot, S. Wricut: The history does not state that the patient has had 
the lesion on the lip for two years. A small lesion similar to this occurred two 
years ago. I desiccated it. The question in my mind was whether it was malig- 
nant, for I feel as Dr. Greenbaum does, that lichen planus does not ordinarily 
become malignant. This man’s mouth is lined with lesions of lichen planus, and 
Dr. Strauss told me that nine years ago this man was a patient of his and had 
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e most extensive lichen planus he had ever seen—so severe that he had him 
ent to a hospital. This lesion of the lip is, however, a fairly recent development. 


Notre.—Histologic sections of the lip showed a highly keratinizing prickle cell 


cancer, 


A Case for Diagnosis (Dermatitis Factitia?). Presented by Dr. Louts 

GOLDSTEIN. 

F. C., a white woman aged 50, presents on the face and both upper and lower 
extremities superficial and irregularly shaped ulcerations, evidently self inflicted. 
There are many pigmented and depigmented areas. A small ulceration may be 
noted on the oral mucosa. The condition has existed for two years. The lesions 
appear like wheals, with intense itching which is relieved by scratching. Involu- 
tion is slow, with the final result a pigmented and depigmented spot. The Kahn 
test was negative. A blood count was within normal limits. 


DISCUSSION 

Dr. W. O. Roop, Atlantic City, N. J.: I believe that the underlying condition 
is a neurosis and that these lesions are self inflicted. Every lesion that the patient 
has can be reached with her own hands. 

Dr. J. M. SCHILDKRAUT, Trenton, N. J.: This woman says she has a sensation 
as if she had something crawling in the skin and she has to dig it out. I think 
the condition would be better classified as neurotic excoriation. 

Dr. Carrot, S. Wricut: None of these patients admit that they do these 
things, and I often wonder what is going on in their minds when they are being 
examined—whether they think they are putting something over on the physician. 
Dr. Schamberg was once threatened with a suit because he told the patient, through 
the family physician, that she was producing the lesions herself. 

Dr. D. M. Srptick: I recently had the same experience with a young woman 
in one of the hospitals. I told the attending physician that the eruption was der- 
matitis factitia, and it was proved to those in charge to be such. I did not tell 
the patient, and I did not expect the physician to tell her my diagnosis. 

Dr. Ertco Urpacu (by invitation): Of course it is possible that this condition 
is dermatitis factitia, but I believe other diagnoses have to be investigated more 
thoroughly. I should like to say a few words about the possibilities from the 
clinical point of view. This dermatitis can be due to light. The patient says she 
got it first in the summer. Her daughter told her to go into the summer sun, and 
after she did it she had, for the first time, these spots over a great part of her 
body. Nearly all the spots are on places possibly exposed to the sun—face, neck, 
arms and legs. I should suggest testing for light sensitivity. After that I should 
investigate the porphyrin content of the blood and the urine and, above all, of the 
stool. Two pictures in my book (Skin Diseases and Nutrition Including the 
Dermatoses of Children, Vienna, Wilhelm Maudrich, 1932, figs. 42 and 43) are so 
similar to that in this case that at first I believed the case to be a duplicate of 
the one illustrated, that of a teacher of 40 years, described as a very nervous 
person. It was proved in the clinic that this kind of lesion could be brought out 
by nutritive allergens (egg and pork). This patient tonight declared so earnestly 
that she is not producing the lesions herself that I believe her. 

Dr. Frep D. Wetman: Does Dr. Urbach think she produces this eruption 
with her finger nails? What is the cause of the reaction in the skin? How does 
this linear distribution occur if the condition is of actinic origin? 

Dr. Ertco Ursacnu (by invitation): Many persons who have itching have to 
use the fingers or other instruments, but this does not make their disease a ner- 
vous one. 

Dr. Frep D. WetpMan: Then these linear lesions are produced by her finger 
nails? 
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Dr. ErtcH Urpacu (by invitation): They may be, but I do not believe there 
is a real nervous breakdown. Something in the metabolism disturbs the skin so 
much that she has to scratch, 

Dr. W. O. Roop, Atlantic City, N. J.: So far as the patient’s denying that 
she does this herself goes, I have seen several patients with dermatitis factitia, 
and invariably they denied that they produced the lesions themselves. Two patients 
under my care had families who did not believe that they were producing the 
lesions, and I had the patients watched and proved positively that they were, 
Therefore, when a patient tells the physician she does not produce the lesions, 
he should not believe it. This patient’s lesions are not all on exposed parts of 
the body; several are on covered parts. 

Dr. CARROL, S. Wricut: It seems to me that the only way to settle this is 
to hospitalize the patient and immobilize the arms, so that she cannot scratch, and 
at the same time the tests suggested can be carried out. 

Dr. J. M. ScuitpKraut, Trenton, N. J.: Often in these cases there is an 
inciting cause, and, as Dr. Urbach pointed out, possibly the inciting cause in this 
case was the sunburn. These patients may have a definite disease to begin with, 
and then the neurosis sets in. 

Dr. Lours Gotpstein: I saw this patient for the first time this morning and 
have had no chance to study her. I thought she had dermatitis factitia, but on 
closer examination I discarded that diagnosis, since I felt there was some primary 
cause, either toxic or neurotic, for the condition, with subsequent pruritus. Accord- 
ing to her history, the present condition followed a number of operations in close 
succession: thyroidectomy, hysterectomy and cholecystectomy, each of which might 
have been sufficient to induce an internal disorder responsible for the dermatosis. 


General Hypertrophic Gingivitis. Presented by Dr. Carrott S. Wricut and 
Dr. REUBEN FRIEDMAN. 

row of four accessory teeth removed from the anterior aspect of the upper jaw. 
Healing was followed by a swelling of the gum, which became progressively 
more marked. Subsequently swelling of the lower gum also developed. With 
the exception chiefly of the lower half of the incisors and the cuspid on each side 
of the upper jaw, all the upper teeth were concealed by a thick, overhanging cur- 
tain of hypertrophied gingival tissue of normal reddish color, smooth, shining, 
dense, fibrotic and virtually insensitive to pain. When this curtain of gingival 
tissue was lifted, great recession of the gums was revealed, disclosing much of 
the alveolar roots of the teeth. The alveolar attachments of the gums had a raw 
and ragged appearance and tended to bleed on mild traumatization. No discharge 
was present. On the lingual aspect of the maxilla the gingivae had undergone 
such tremendous hypertrophy that, extending medially from each alveolar process, 
they formed a broad, thick shelf just under and parallel to the roof of the mouth. 
Both shelves almost met in the midline of the mouth posteriorly, being separated 
from each other by about % inch (0.3 cm.). The lower jaw also showed intense 
gingival hypertrophy, more pronounced on the labial and buccal than the lingual 
aspects of the alveolus. The blood count was practically normal. 


J. S., a white man aged 23, was well until seven years ago, when he had a 


DISCUSSION 


Dr. J. M. Scui-pKraut, Trenton, N. J.: I should not call the condition general 
hypertrophic gingivitis; I think it is an anomalous condition of the gingiva. 


Dr. Sic6muNnp S. GreensBAum: I favor a diagnosis of diffuse fibromatosis of 
the gums. I think a biopsy should be done, and I think the condition can be 
easily cleared by the amputation of most of the tissue. 

Dr. Frep D. WerpMan: At first I thought it an epulis. The distribution is 
correct for one. I did not palpate the lesion. I wonder if this could be in principle 
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lymphedema which is going on to fibrosis ; something on the order of elephantiasis 

stras on the gums rather than the legs. I have seen a number of animals at the 

o—deer and badgers—with extreme elephantiasis. In those cases the histologic 
cture was not that of neoplasm with great numbers of giant cells, but of fibrosis. 
felt that in those animals which live on a hard vegetable diet, like hay, and 
uffer injury therefrom, there is more or less persistent edema which ends in 
ormation of fibrous tissue. 

Dr. SIGMUND S. GREENBAUM: Hypertrophy of the gum can occur in three 

four different conditions—avitaminosis, leukemia and pregnancy. Under my 
are now I have a pregnant woman all of whose gingival tissue is hypertrophied ; 
but the present condition is chronic, and I think it may be considered hypertrophic 
ingivitis or what Prinz and I have termed diffuse fibromatosis of the gums. 

Dr. REUBEN FRIEDMAN: A_ biopsy specimen was taken, but we have not 
received the report. The roentgenogram of the teeth showed no changes other 
than rarefaction of the alveolus. This patient's condition conforms clinically to 
that described in Sterling V. Mead’s book (Diseases of the Mouth, St. Louis, C. V. 
Mosby Company, 1932) as general hypertrophic gingivitis. 


Mycosis Fungoides. Presented by Dr. Howarp Earte TWInina. 


W. F., a white man aged 58, well preserved and with a flushed face, presents 

the trunk numerous well defined areas of bluish red erythema, which partially 
disappear on pressure. <A few are slightly scaly, and two or three are infiltrated. 
The patient has always been in good health. About six years ago an itching lesion 
developed on the back; this was soon followed by similar lesions on the abdomen, 
in the groins and on the face. They were diagnosed then as psoriasis. A blood 
count revealed 85 per cent hemoglobin, 4,090,000 erythrocytes and 9,500 leukocytes, 
with 79 per cent mature neutrophils, 18 per cent lymphocytes and 3 per cent 
monocytes. Chemical examination of the blood gave results within normal limits. 
The Wassermann and the Kahn reaction of the blood were negative. Phenol- 
phthalein, 1 grain (0.06 Gm.), was given, without any effect on the lesions. 

Dr. Frep D. WEIDMAN: This patient did not have generalized lymphadenopathy. 
I suggest the diagnosis of parapsoriasis. The histologic structure was compatible 
with that. There were some nests of leukocytes on the surface, and the infiltration 
was not at all in the tips of the papillae, which were densely fibrous. The infiltra- 
tion tended to be localized in the deeper parts of the skin if anywhere. 

Dr. Howard EarLE Twintnc: I may say that this patient was hospitalized 
about three weeks ago. Before I saw him a diagnosis of erysipelas of the face 
had been made, and his face was still much congested on admission. Six years 
igo the eruption was diagnosed as psoriasis. Only recently the lesions showed 
signs of infiltration. He has complained of severe itching for the past six years. 
New lesions are constantly developing. Another interesting thing is that typical 
psoriasis developed in his twin sons at the age of 20. I saw them about ten days 
ago, and there is no question of their having psoriasis. 


Experimental Psoriasis (?) in Two Guinea Pigs. Presented by Dr. SIGMUND 
S. GREENBAUM and Miss A. M. RULE (by invitation). 


In 2 guinea pigs out of an experimental batch of 20 in which injections of 
incubated blood serum from a patient with extensive psoriasis had been made, a 
scaly, slightly inflammatory condition developed (in the one a round well defined 
lesion; in the other, about five or six irregular scaly areas on the back). The 
xperimental work was conducted after the manner of A. Lindenherg’s recent studies 

lun, de dermat. et syph. 9:1025 [Dec.] 1938). Lindenberg claimed that psoriasis, 
upus erythematosus, alopecia areata and pemphigus are caused by a chronic 
viremia, His pictures suggested the ringworm lesions I obtained some years ago 

experiments on immunity in ringworm infection in guinea pigs. Five-tenths 
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cubic centimeter of blood serum from a patient with psoriasis, incubated fou 
days according to the technic of Lindenberg, was injected intratesticularly int 
some 20 guinea pigs. At about the twelfth day scaly lesions developed in 1 at 
certain areas which had been traumatized with fine sandpaper (analogous to 
K6ébner’s test), They spread rapidly to the present extent. Several days later a 
firm erythematous spot developed on a second guinea pig, and became a littl 
darker and then scalier. It is now beginning to clear. Lindenberg stated that his 
lesions, which he called psoriasis in the guinea pig, disappeared in a few days. H« 
said nothing about a microscopic study of the scales, but we found mycelia in 
scales from both animals and are now culturing them. There may be such a thing 
in the guinea pig as transmutation of organisms derived from the human being 
which will produce a condition such as that on these guinea pigs. Incidentally, 
we have not observed spontaneous ringworm in any of our animals during twenty 
years. 
DISCUSSION 

Dr. Ertcn Urpacn (by invitation): I have read Lindenberg’s articles and 
must say that I am skeptical about his work, from the scientific point of view. 

Dr. Frep D, WeIpMAN: There is one report by Du Bois, of spontaneous ring 
worm in mice due to a trichophyton (Amn. de dermat. et syph. 10:1359 [Dec.] 
1929). Incidentally, in connection with the parasitic cause for psoriasis, there 
has been a recent development in the matter of the Schizosaccharomyces of 
Benedek. Tibor Benedek, who gave the parasite its name, has recently admitted 
(Mycopathologia 1:26, 1938) that this parasite is not a fungus. The new name 
is Bacillus endoparasiticus. 





Directory of Dermatologic Societies * 


INTERNATIONAL 


TENTH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 
Oliver S. Ormsby, President, 25 E. Washington St., Chicago. 
Paul A. O’Leary, Secretary-General, 102—2d Ave., S. W., Rochester, Minn. 
Place: New York. Time: Summer 1940. 


PAN AMERICAN MEDICAL ASSOCIATION, SECTION OF DERMATOLOGY 
AND SYPHILOLOGY 
Elmore B. Tauber, President, 19 W. 7th St., Cincinnati. 
Austin W. Cheever, Secretary, 49 Bay State Rd., Boston. 


FOREIGN 


BriTIsH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 
Harold Orr, President, 10189-101st St., Edmonton. 
Don Mitchell, Secretary-Treasurer, 1414 Drummond St., Montreal. 


Roya Society oF MEDICINE, SECTION OF DERMATOLOGY 


H. W. Barber, President, 7 Devonshire Pl., London, W. 1, England. 
Louis Forman, Secretary, 7 Devonshire Pl., London, W. 1, England. 


NATIONAL 


AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 
Bedford Shelmire, Chairman, 1719 Pacific Ave., Dallas, Texas. 
>. F. Lehmann, Secretary, 705 E. Houston St., San Antonio, Texas. 
ace: St. Louis. Time: May 15-19, 1939. 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY 


Paul A. O’Leary, President, Mayo Clinic, Rochester, Minn. 
Earl D. Osborne, Secretary, 471 Delaware Ave., Buffalo, N. Y. 
Place: Philadelphia. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY 
Howard Fox, President, 140 E. 54th St., New York. 
C. Guy Lane, Secretary-Treasurer, 416 Marlborough St., Boston. 


AMERICAN DERMATOLOGICAL ASSOCIATION 
francis E. Senear, President, 55 E. Washington St., Chicago. 
‘red D. Weidman, Secretary, University of Pennsylvania, Philadelphia. 
Place: Seigniory Club, Montebello, Ontario, Canada. Time: May 1939. 


SocIETY FOR INVESTIGATIVE DERMATOLOGY 


loseph V. Klauder, President, 1934 Spruce St., Philadelphia. 

S. W. Becker, Secretary, University of Chicago, Department of Medicine, Chicago. 
* Secretaries of dermatologic societies are requested to furnish the informa- 

tion necessary for the editor to make this list complete and to keep it up to date. 
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SECTIONAL 


CENTRAL STATES DERMATOLOGICAL ASSOCIATION 


Richard L. Saunders, President, 333 Linwood Ave., Buffalo, N. Y. 
James W. Jordon, Secretary-Treasurer, 471 Delaware Ave, Buffalo, N. Y. 


MISSISSIPPI VALLEY DERMATOLOGICAL SOCIETY 
Hamilton Montgomery, President, Mayo Clinic, Rochester, Minn. 
Herbert Rattner, Secretary-Treasurer, 25 E. Washington St., Chicago. 
Place: Chicago. 
NEw ENGLAND DERMATOLOGICAL SOCIETY 
Fred S. Burns, President, 83 Marlborough St., Boston. 
B. Appel, Secretary, 483 Beacon St., Boston. 


NoRTHERN NeW JERSEY DERMATOLOGICAL SOCIETY 
Francis McCauley, President, 31 Lincoln Pk., Newark. 
Henri Abel, Secretary, 339 Union Ave., Elizabeth. 
Place: Academy of Medicine of Northern New Jersey, Newark. Time: Third 
Tuesday of March, April, October and December. 


SOUTHEASTERN DERMATOLOGICAL ASSOCIATION 


J. R. Allison, Chairman, 1121 Barnwell St., Columbia, S. C. 
Howard King, Secretary, 328 Doctors Bldg., Nashville, Tenn. 
Place: Vanderbilt Hospital, Nashville, Tenn. Time. Sept. 3, 1939. 


SOUTHERN MepiIcaAL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


J. Richard Allison, Chairman, 1512 Marion St., Columbia, S. C. 
Clinton W. Lane, Secretary, 508 N. Grand Ave., St. Louis. 


STATE 


CALIFORNIA MEeEpbICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 
Norman N. Epstein, Chairman, 450 Sutter St., San Francisco. 
Arne E. Ingels, Secretary, 490 Post St., San Francisco. 


Connecticut STATE MeEpICcAL Society, SECTION ON DERMATOLOGY 
James D. Gold, Chairman, 839 Myrtle Ave., Bridgeport. 
Albert Levenson, Secretary, 881 Lafayette St., Bridgeport. 
FLormpA Society OF DERMATOLOGY AND SYPHILOLOGY 


Elmo D. French, Chairman, Huntington Bldg., Miami. 
Lauren M. Sompayrac, Secretary, 459 St. James Bldg., Jacksonville. 


LOUISIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, 921 Canal St., New Orleans. 


MASSACHUSETTS MeEpicat Society, SECTION ON DERMATOLOGY AND SYPHILOLOGY 


E. Lawrence Oliver, President, 20 Fairfield St., Boston. 
J. G. Downing, Secretary, 520 Commonwealth Ave., Boston. 


MepicaL Society OF THE STATE OF NEW YorkK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Mark Heiman, Chairman, 600 Medical Arts Bldg., Syracuse. 
Timothy J. Riordan, Secretary, 136 E. 64th St., New York. 





DIRECTORY 


MeEpIcAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 
William D. Whitehead, Chairman, Medical Arts Bldg., Scranton. 
V. C. Garner, Secretary, Germantown Professional Bldg., Philadelphia. 


MICHIGAN STATE MEDICAL Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 
Ruth Herrick, Chairman, 26 Sheldon Ave., S. E., Grand Rapids. 
Kugene A. Hand, Secretary, 801 Second National Bank Bldg., Saginaw. 


MINNESOTA DERMATOLOGICAL SOCIETY 
IE. M. Rusten, President, 78 S. 9th St., Minneapolis. 
F, W. Lynch, Secretary-Treasurer, Lowry Medical Arts Bldg., St. Paul. 
Time: First Friday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 
Onis George Hazel, President, Osler Bldg., Oklahoma City. 
Everett S. Lain, Secretary, Medical Arts Bldg., Oklahoma City. 


TEXAS DERMATOLOGICAL SOCIETY 
Everett R. Seale, President, 1215 Walker Ave., Houston. 
Duncan O. Poth, Secretary, 414 Navarro St., San Antonio. 


LOCAL 


BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 
Francis A. Ellis, President, 104 W. Madison St., Baltimore. 
I. Louis Sandler, Secretary, 1835 I St., N. W., Washington, D. C. 
Place: Alternate cities. Time: Third Thursday of each month. 


Bronx DERMATOLOGICAL SOCIETY 
Samuel M. Peck, President, 125 E. 72d St., New York 
Henry Silver, Secretary, 290 West End Ave., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 
M. J. Cantor, President, 907 St. Marks Ave., Brooklyn 
S. H. Silvers, Secretary, 920 Bushwick Ave., Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 


BUuUFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 
Richard L, Saunders, President, 333 Linwood Ave., Buffalo. 
James W. Jordon, Secretary, 471 Delaware Ave., Buffalo. 


CENTRAL NEW YorK DERMATOLOGICAL SOCIETY 
Harry D. Parkhurst, President, 264 Genesee St., Utica. 
Maxwell C. Snider, Secretary, 106 Oak St., Binghamton 


CHICAGO DERMATOLOGICAL SOCIETY 


Edward A. Oliver, President, 55 E. Washington St., Chicago. 
Herbert Rattner, Secretary, 25 E. Washington St., Chicago. 


CINCINNATI DERMATOLOGICAL SOCIETY 
\dolph B. Loveman, President, 332 W. Broadway, Louisville, Ky. 
Daniel J. Kindel, Secretary-Treasurer, Union Central Bldg., Cincinnati. 
Place: Cincinnati. Time: First Wednesday of each month, except June, July, 
August and September. 
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CLEVELAND DERMATOLOGICAL SOCIETY 


John Gammel, President, 1020 Huron Rd., Cleveland. 
Charles G. La Rocco, Secretary, 2060 E. 9th St., Cleveland. 


DETROIT DERMATOLOGICAL SOCIETY 
G. Warren Hyde, President, 2501 W. Grand Blvd., Detroit. 
Thomas H. Miller, Secretary-Treasurer, 1305 David Whitney Bldg., Detroit. 
Place: Detroit. Time: May 1939. 


Kansas City (Mo.) DERMATOLOGICAL SOCIETY 


C. C. Dennie, President, 1103 Grand Ave., Kansas City. 
Thomas B. Hall, Secretary, 902 Professional Bldg., Kansas City. 


Los ANGELES DERMATOLOGICAL SOCIETY 
Thomas W. Nisbet, President, 65 N. Madison Ave., Pasadena, Calif. 


C. R. Caskey, Secretary, 1930 Wilshire Blvd., Los Angeles. 
Time: Second Tuesday of each month, October to May, inclusive. 


MANHATTAN DERMATOLOGIC SOCIETY 


Max Scheer, Chairman, 509 Madison Ave., New York. 
Anthony C. Cipollaro, Secretary, 40 E. 6lst St., New York. 


MONTREAL DERMATOLOGICAL SOCIETY 


L. P. Ereaux, President, 1390 Sherbrooke St., W., Montreal, Canada. 
Paul Poirier, Secretary, 456 Sherbrooke St., E., Montreal, Canada. 


New York ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Eugene F. Traub, Chairman, 140 E. 54th St., New York. 
Louis Tulipan, Secretary, 224 E. 17th St., New York. 


New YorK DERMATOLOGICAL SOCIETY 


J. Frank Fraser, President, 100 W. 59th St., New York. 
Frank C. Combes, Secretary, 80 W. 40th St., New York. 


OMAHA DERMATOLOGICAL SOCIETY 


Donald J. Wilson, President, 1113 Medical Arts Bldg., Omaha. 
Leonard J. Owen, Secretary-Treasurer, 954 Stuart Bldg., Lincoln, Neb. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Thomas Butterworth, Chairman, 411 Walnut St., Reading, Pa. 
Herman Beerman, Secretary, 255 S. 17th St., Philadelphia. 
Time: Third Friday of each month from September to May, inclusive. 


PITTSBURGH DERMATOLOGICAL SOCIETY 
John C. Kerr, President, 62-14th St., Wheeling, W. Va. 
Marvin B. Goldstein, Secretary, Stambaugh Bldg., Youngstown, Ohio. 
Time: Third Thursday of every month except July and August. 


St. Louis DERMATOLOGICAL SOCIETY 
Martin F. Engman Jr., President, 3720 Washington Blvd., St. Louis. 
Roy L. Kile, Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
Place: Barnard Free Skin and Cancer Hospital. Time: 2 p. m., second 
Wednesday of each month. 


SAN FRANCISCO DERMATOLOGICAL SOCIETY 


Merlin T.-R. Maynard, President, San Jose, Calif. 
H. V. Allington, Secretary, 3115 Webster St., Oakland, Calif. 
Time: Third Friday of February, April, September and November. 





